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ABSTRACT
The aim of this research was to identify psychological factors associated with outcomes 
of coronary heart disease (CHD) among patients in Malaysia. The research tested 
whether a model of psychological factors found to predict recovery from CHD in the 
West would be applicable in a collectivistic society such as Malaysia. Among the 
research questions posed were whether self-referent beliefs, coping styles and locus of 
control constructs would predict affective status for patients at the time of 
hospitalisation, and whether these psychological constructs would predict patients’ 
affective status, functional status and quality of life up to nine months post­
hospitalisation. The research also looked at whether behavioural intentions assessed at 
the time of hospitalisation predict attendance at cardiac rehabilitation programmes 
(CRP) and the use of complementary medicine after hospital discharge.
A series of studies were conducted to answer the research questions formulated based 
on the model developed for each study. Study 1 assessed the reliability and validity of 
measures developed in the West when used on a healthy Malaysian sample (N = 97). 
Study 2 examined the concurrent relationships among psychological variables assessed 
at the time of hospitalisation for 97 cardiac patients. Study 3 examined the longitudinal 
relationships among variables assessed in patients at the hospital and outcome variables 
assessed up to six months post-hospitalisation (n = 26). Study 4 (N = 77) determined 
the concurrent relationships among psychological variables assessed in post­
hospitalisation patients, and compared the psychological characteristics between post­
hospitalisation patients and the in-hospital patients in Study 2. A notable feature of the 
findings obtained from Studies 2, 3 and 4 was that whilst some psychological variables 
were predictive of outcome variables, others failed to support findings obtained in the 
West. Self-referent beliefs, for example, significantly predicted intention to attend CRP 
but did not significantly predict actual attendance. In addition, negative affect was 
relatively low for patients at in- and post-hospital assessments. Accordingly, Study 5 (N 
= 300) was conducted to explore possible origins of the lack of consistent findings of 
the studies on Malaysian cardiac samples. It assessed perceptions of illness constructs
in healthy individuals. The findings of this study revealed that perceptions of illness 
constructs were predictive of healthful behaviors. The findings also revealed the 
importance of looking at specific cultural factors such as spiritual beliefs in explaining 
treatment-seeking behaviours in non-Western societies such as Malaysia.
In conclusion, the findings of this research project highlighted the importance of 
studying health and illness-related behaviors within the socio-cultural contexts in which 
the illness occurs. Although models developed in the West may be applicable in these 
non-Western, collectivistic societies, the constructs assessed may not be sufficient in 
accounting for the variance in explaining psychological and behavioral outcomes of 
illness. Thus, in addition to the constructs found to be predictive of these outcomes on 
Western patients, psychological studies done in Malaysia should also assess mental 
representations of illness that are specific to Malaysians.
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AIMS AND OVERVIEW OF STUDIES
The aim of this research was to study psychological factors in the recovery from coronary 
heart disease (CHD) among Malaysians using a combination of cross-sectional and 
longitudinal studies. The main model (see Figure 5.1) addresses the longitudinal 
relationships between psychological constructs and psychological outcomes. It also 
assesses the relationships between intentions and actual behaviors. Two other models 
were derived from the main model assessing concurrent relationships among variables 
assessed in the hospital (see Figure 4.1) and concurrent relationships among variables 
nine months after discharge from hospital (see Figure 6.1). Research questions specific to 
each study were formulated based on each model developed.
Chapter 1 presents an overview of the types, aetiology and management of CHD. 
Epidemiological data from Western and non-Western countries are also presented. The 
chapter concludes with a brief overview of Malaysia and its dualistic medical systems.
Chapter 2 reviews the literature on psychological factors that have been found to predict 
recovery from CHD among patients in the West. The focus of this review is on three 
domains of illness outcomes: emotional well-being, functional status and quality of life. 
The review begins with self-referent constructs (e.g. self-efficacy) followed by intentions 
and affective status (e.g. anxiety, depression and pessimism) before presenting work on 
interpersonal constructs (e.g. coping and locus of control). The section on coping 
incorporates literature on seeking social support and turning to religion. This chapter also 
covers psychosocial aspects of cardiac rehabilitation, critically discussing the findings of 
studies conducted to date. Lastly, a model hypothesising the relationships between these 
psychological variables and cardiac outcomes within the Malaysian context is presented 
and discussed.
Chapter 3 reports the findings of Study 1. Study 1 (N = 97) was conducted to establish 
the reliability and validity of measures developed in the West on Malaysians. Based on the
XVll
literature review, several measures of known reliability and validity for both normal and 
patient populations in the West were selected as potential psychological measures for this 
research. Among the measures selected were the General Self-Efficacy scale (Sherer, 
Maddux, Mercandante, Prentice-Dunn et. al., 1982), the Global Self-Esteem scale 
(Rosenberg, 1965), the Hospital Anxiety and Depression scale (HAD; Zigmond and 
Snaith, 1983), the Multidimensional Health Locus of Control scale (MHLC; Wallstone, 
Wallstone and DeVellis, 1978), the Helplessness scale (Beck, Weissman, Lester and 
Trexler, 1974), the Recovery Locus of Control scale (RLC; Partridge and Johnstone, 
1989) and the COPE (Carver, Scheier and Weintraub, 1989). Two bilingual Malaysian 
linguists back translated all the measures used in this research. Measures were modified 
to ensure sensitivity and applicability to Malaysian and patient samples. In general, the 
findings of the study provided support for the reliability and validity of the selected 
measures when applied in Malaysia. Most psychological constructs had Cronbach alpha 
coefficients of .60 or more, and were related in the expected directions.
Chapter 4 reports the findings of Study 2. Study 2 (N = 97) assessed the concurrent 
relationships among variables assessed in the hospital. The cross-sectional model 
developed for this study suggested that self-referent beliefs were direct predictors of 
intentions to attend CRP and to seek complementary treatment. Coping styles, loci of 
control and pessimistic views were thought to mediate the relationship between self­
referent beliefs and emotional outcomes. The findings of this study partially supported the 
relationships hypothesised in the cross-sectional model developed for Study 2 (Figure 
4.1).
Chapter 5 reports the findings of Study 3 which assessed the longitudinal relationships 
between psychological constructs assessed at the hospital and psychological and 
behavioral outcomes six months following discharge from hospital. Of the 97 patients 
who participated in Study 2, 67 were included in this longitudinal study. Patients were 
recruited from the third hospital, two of whom were interviewed at Wave 1 while the 
remaining 65 were interviewed at Wave 2 (see Chapter 4 for details). Among the reasons 
for only including patients recruited from the third hospital were convenience and
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accessibility. For example, patients’ addresses were made available by the ward sister, 
enabling Time 2 questionnaires to be posted to the respective patients. Twenty-six 
patients responded to the follow-up questionnaires.
The model developed for this study (Figure 5.1) suggested self-referent beliefs to be 
stronger determinants of attendance at CRP than sociodemographic characteristics. 
Coping styles and loci of control were thought to mediate the relationship between self­
referent beliefs and psychological outcomes such as emotional well-being, quality of life 
and impact of illness on functioning. The findings provided some support for the 
relationships between predictor variables and psychological outcomes hypothesised in the 
model developed for Study 3.
Chapter 6 reports the findings of Study 4. Study 4 (N = 77) assessed concurrent 
relationships among psychological and behavioral variables nine months post 
hospitalisation. The model derived for this study (Figure 6.1) suggested that behavioral 
variables mediate the relationship between sociodemographic characteristics and 
psychological outcomes. The study also attempted to compare the psychological 
characteristics of two cohorts of patients; in-patients studied when hospitalised for their 
cardiac illness and out-patients studied up to nine months after hospitalisation. 
Additionally, the study compared the psychological outcomes between patients who 
attended the CRP and those who did not, and between patients who used alternative 
treatment and those who did not. The findings revealed a somewhat different pattern of 
relationships among variables for post-hospital patients from in-hospital patients in Study 
2 .
Chapter 7 reports the findings of Study 5. Study 5 (N = 300) was conducted due to the 
lack of consistent findings of the studies on Malaysian cardiac samples. The aim of this 
study was identify Malaysians’ representations of illness, particularly of CHD (i.e. 
causes, severity, consequences, treatment effectiveness). Knowledge of Malaysians’ 
representations of illness would provide helpful hints of other possible factors that may 
need to be included in the assessment of psychological recovery of and outcomes from
XIX
CHD among future Malaysian cardiac patients. The findings of this study provide support 
for the need to take into account patients’ perceptions of causes, severity, duration and 
treatability of illness in predicting psychological adjustment following the illness in 
question. The findings also revealed the importance of looking at specific cultural factors 
in explaining treatment-seeking behaviours in non-Westem societies such as Malaysia.
Chapter 8 draws together the implications across the series of studies conducted for this 
research. The findings from this research project are discussed in terms of 1) the 
psychometric issues of using constructs developed in the West to assess psychological 
constructs in Malaysia, 2) the similarities and differences in the psychological model of 
recovery derived in the West and as applied to Malaysians, 3) the differences between 
results obtained in cross-sectional studies versus the longitudinal study, 4) the 
implications for developing cardiac rehabilitation in Malaysia and finally, 5) the overall 
limitations and strengths of this research.
CHAPTER 1 
CORONARY HEART DISEASE: AN OVERVIEW
Aim
Chapter 1 will present an overview of coronaiy heart disease (CHD). It will first provide 
the definition of CHD, followed by its diagnostic tools, types of CHD and their 
respective etiologic factors. The chapter will then present an overview of its 
epidemiology. It will then provide cuiTent forms of management, which include medical 
treatments as well as psychological interventions. Lastly, it will provide a brief 
background on alternative treatment or therapies, an important feature of medically 
pluralistic societies such as Malaysia. Knowledge of the factors associated with the use 
of complementary treatment is deemed useful for understanding the management of 
illness, particularly CHD, among Malaysian cardiac patients.
1.0 Definition
Coronary heart disease (CHD) or coronary artery disease (CAD), as it is often referred 
to in medical settings, is a disease of the arteries that supply blood to the heart muscle. 
It occurs when there is damage to or malfunction of the heart caused by narrowing or 
blockage of the coronary arteries. CHD encompasses a range of conditions with 
differing severity, ranging from angina to myocardial infarction (MI) and sudden 
cardiac death, accounting for 25% of total deaths in industrialised countr ies (Marmot, 
1995).
1.1 Diagnosis
Diagnosis of CHD has improved in the past two decades; in 1975, as high as one fourth 
of cases of CHD, particularly MI, went undetected and untreated (Marmot, 1995). 
However, this is no longer the case as modem technology has developed improved and 
more sophisticated tools of diagnosis aimed at establishing the severity and extent of 
disease in patients with suspected CHD. Different methods are used to diagnose CHD;
among which include the electrocardiogram (ECG), exercise test, angiography and 
catheterisation. Some of these diagnostic tools are specific to certain types of CHD. The 
following is a brief introductoiy description of each of these diagnostic tools (see 
Timmins, Nathans and Sullivan 1997 for more detailed discussion of specific diagnostic 
assessments).
The ECG is an essential investigation in the assessment of the cardiac patient. It is a 
representation of the electrical changes that occur within the heart during the cardiac 
cycle. The resting ECG is frequently normal, characterised by the initiation of atrial 
depolarisation (P wave), followed by ventricular depolarisation (QRS complex) and 
ventr icular repolarisation (T wave). In analysing the ECG, the rate, rhythm and frontal 
plane QRS is first noted. The ST segment is used for diagnosis of CHD; the presence of 
pathological Q waves within the ST segment suggests infarction (see Appendix 1 for an 
illustration of a resting ECG; c.f. Timmins et. al., 1997; p. 32).
A widely used non-evasive investigation is the exercise ECG test. It is used in several 
contexts and diagnostic information is interpreted in the light of the clinical setting. The 
test begins with light exercise, gradually made more difficult. The test stops when 
patients become tired, experience a shortness of breath, if the ECG changes, when the 
chest pain worsens or when the heart rate reaches a set target. If the ECG changes 
simultaneously with the chest pain at a low level of exercise, then the heart disease is 
considered serious. In middle aged or elderly patients, a typical history of angina is 
almost certainly due to coronary disease and in these patients, the exercise test serves to 
give an idea of the extent of the disease. Young patients with an atypical history are less 
likely to have significant CHD and a positive exercise test in these patients may not 
represent underlying ischaemia -  a condition when there is an insufficient blood supply 
to the heart. Between these two extremes, lie patients with a moderate probability of 
significant CHD. In these patients, the exercise test is a valuable method of acquiring 
evidence to confirm or refute the diagnosis and plan management (Timmins et. al., 
1997).
In cases where the ST segment changes at a low workload (see Appendix 1), or if there 
is a fall in blood pressure with exercise test, severe disease is indicated and angiography
is then considered. Angiography is a diagnostic procedure that entails the injection of a 
radiopaque substance into the arteries, followed by X-ray. Individuals who are 
recommended for an angiography are young patients who have had a MI or who have a 
typical history of angina, those with recurTent angina following MI, angina that cannot 
be controlled medically and patients with unstable angina.
Another tool of diagnosis is catheterisation. The diagnosis process involves the insertion 
of tubes (catheter) into the chambers and vessels of the heart. It is carried out to 
measure the blood pressure in the heart as well as to look at the coronary arteries to 
check where the blockages are within them. During the procedure, the blood pressure is 
taken at the tip of the catheter tube and an ECG is monitored continuously.
1.2 Types
The symptoms of CHD result from a reduction in the blood flow to the heart muscle. 
The coronary arteries are first nari'owed and may eventually be blocked by plaques of 
atheroma (cholesterol-rich fatty deposits) which can cause atherosclerosis (a disease of 
the arterial wall in which the inner layer thickens, causing narrowing of the channel, 
impairing blood flow). Further nan'owing or blockage may be caused by thrombi (blood 
clots) formed on the roughened surface of the plaques. Each type of CHD manifest 
certain shared symptoms such as palpitations and shortness of breath; however, each 
form of CHD manifests its own specific symptoms. The following sections describe in 
further details the symptoms of each type of CHD: angina (stable and unstable) and MI 
(for more detailed information, see Drake, Broadhurst and Dymond, 1997; Timmins et. 
al., 1997).
1.2.1 Angina
Angina is the clinical manifestation of myocardial ischaemia and is the term used to 
describe the pain or discomfort that occurs when the oxygen demand of the heart 
exceeds its supply. It is caused by partial blockage of the coronary arteries with fatty 
and fibrous deposits in the artery wall (or the plaque), causing the lining of the arteries 
to harden. Ischaemic pain results when there is insufficient blood flow and nutrients to 
muscle tissue due to the enlarged plaque. In most patients, angina is due to obstruction
of coronary arteries as a consequence of atherosclerosis; it may also occur in patients 
with normal coronaiy arteries.
Angina is often described as chest ‘pain’ or ‘pressure’ and may be associated with a 
sensation of fullness; many patients dismiss their symptoms as being due to 
‘indigestion’. Classically, the pain is experienced reti'o-sternally but may also radiate to 
the arms, back neck or jaw and may at times, be felt in one of these sites only.
Generally, the pain is precipitated by physical, emotional or mental stress and dies away 
when the original tiigger is removed.
Exercise is the most frequent triggering factor of angina which increases oxygen 
consumption. Other important précipitants include emotional excitement and eating 
which increase sympathetic stimulation of the heart. Another common precipitant is 
cold weather which may cause coronary vasoconstriction, reducing blood flow.
Whilst patients who experience the symptoms of angina after a predictable and 
reproducible level of activity are described as having chronic stable angina or angina of 
effort, patients who experience angina at rest or who have rapidly worsening angina are 
said to have unstable angina (UA). UA may occur without provocation and can present 
with symptoms as severe as those of MI, but does not result in pei*manent damage to the 
myocardium. There is, however, an increased risk of acute events. Nevertheless, this is 
a serious condition, for it may be the preface to death (or infarction) of myocardial 
tissue -  occasionally referred to as ‘pre-infarction’ or ‘crescendo angina’. The 
symptoms of unstable angina are similar to those of angina or effort but, typically, the 
pain is more severe, lasts longer and is less well relieved by sublingual nitrates.
The diagnosis of UA is based chiefly on the history and typical electrocardiogram 
(BCG) findings; the presence of minor, usually reversible, changes in the EGG that 
indicate underlying ischaemic. These include lowering of the ST segments and T wave 
inversion in the leads that examine the area of ischaemic myocardium. The absence of 
EGG changes does not exclude the diagnosis of unstable angina, however. Ghest pain 
initially thought to be UA may, in fact, originate from evolving MI. Serial cardiac
enzyme levels provide the best evidence for myocardial infarction and should always be 
assessed in patients with unstable angina.
1.2.2 Myocardial Infarction (MI)
Myocardial infarction (MI) or a heart attack results when the blood flow is completely 
cut off following the formation of a blood clot (coronary thrombosis or occlusion) on 
the plaque’s surface or when the plaque ruptures. It refers to the death of heart muscle, 
usually as a result of prolonged ischaemia. The resultant pain is continuous and 
generally more severe than that of angina effort.
The characteristic feature of MI is sudden pain. Typical symptoms of MI include 
uncomfortable pressure, squeezing or pain in the center of the chest that lasts for more 
than a few minutes, or goes away and comes back. The pain also spreads to the 
shoulders, neck and arms; it also includes chest discomfort as well as the feeling of 
lightheadedness, fainting, sweating, nausea, or shortness of breath. This is similar to the 
pain of angina but is characteristically more severe, lasts longer and is not relieved by 
rest or medication (i.e. sublingual nitrates). However, a significant minority of patients 
with MI does not experience pain and in such cases, the diagnosis is more difficult. The 
elderly, particularly, may have ‘silent’ infarcts. These patients tend to present with one 
or more of the complications of MI, such as heart failure (reduced pumping efficiency 
of the heart). In the elderly the only presenting feature may be confusion. Most people 
who die of MI do so within the first few hours due to a type of aiThythmia called 
venti'icular fibrillation.
The history is of exti eme importance in the diagnosis of MI and usually provides 
sufficient information on which to base early management decisions. There are two 
other means of investigation that are used for diagnosis of MI: EGG changes and serum 
enzyme levels. In most cases of MI, a characteristic set of progressive EGG changes is 
produced which are the result of the abnormal electrical properties of dead/dyiirg and 
ischaemic tissue.
The next tool of diagnosis of MI is serum enzyme levels, characterised by a rise in 
blood levels of the cellular enzymes released by dying myocardium. The three most
commonly measured enzymes are creatinine kinase (CK), aspartate aminotransferase 
(AST) and lactate dehydrogenase (LDH). The levels of these enzymes rise and fall at 
different and characteristic rates after infarction. CK levels rise to exceed the noimal 
range less than six hours after the onset of infarction, reach a peak within 24 hours and 
return to normal by 48 hours. It is the enzyme of most diagnostic use in the early stages 
of MI but is of less value with increasing time after the onset of chest pain. However, 
raised enzyme levels are compatible with but not diagnostic of MI. False positives 
(raised CK but no infarction) may be caused by injury to non-cardiac muscle which 
occurs following falls or intiamuscular injections (see Timmins et. al., 1997 for more 
information).
1.2.3 Heart Failure
Heart failure occurs in MI because damage to a portion of myocardium reduces the 
amount of muscle available for conti action. There are two types of infarction associated 
with heart failure : anterior infarct and inferior infarct. In the former, the anterior wall of 
the left ventricle bears most of the damage, potentially leading to pulmonary oedema. In 
inferior infarct cases, the inferior wall of the left ventricle is damaged (see Timmins et. 
al., 1997 for more information).
1.3 Aetiology
There are several established causes or risk factors for CHD, which vary from 
individual to individual. These risk factors are categorised into three: medical, lifestyle 
and psychosocial. Some of these risk factors are modifiable and others are not. 
Epidemiologists have considered three of these as major: high blood cholesterol and 
other fats (hyperlipidaemia), high blood pressure and smoking. The extent to which 
each risk factor contributes to the onset of CHD varies; the more risk factors involved, 
the higher is the risk. Table 1.1 summarises the risk factors associated with CHD.
Table 1.1 Risk factors for CHD
Reversible Risk Factors Irreversible Risk Factors
High blood cholesterol Age
High blood pressure Being male
Smoking Being post-menopausal
Obesity Family history
Diabetes
Physical inactivity
Stress/Hostility
1.3.1 Hyperlipidaemia
There is substantial evidence in recent years that raised blood cholesterol is a 
prerequisite for CHD, the higher the total cholesterol, the higher is the risk of CHD. The 
target value of total blood cholesterol is < 5.2 mmol/1. At the upper end of the spectrum, 
above 7.8 mmol/1, risk of CHD increases rapidly. In Britain, the average total blood 
cholesterol is 5.8 mmol/1; however, nearly 30% of the population have blood cholesterol 
of 6.5 mmol/1 or more. In Malaysia, the average cholesterol level is moderate; it is 
slightly higher for women than men: 5.3 mmoI/1 and 5.0 mmol/1, respectively (Khor, 
1997).
Some individuals have genetic defects that affect blood cholesterol; familial 
hypercholesterolaemia (FH) and familial combined hyperlipidaemia (FCH). In the 
West, 0.2 percent of the population carries FH genes defects and up to 1 percent carries 
FCH gene defects. Individuals who inherit high cholesterol are at a more serious risk of 
getting CHD earlier than the rest. Less than 10% of people with FH or FCH have been 
identified, diagnosed and treated (Drake et. ai., 1997).
Cholesterol and fats in the blood; among which include low density lipoprotein (LDL), 
high density lipoprotein (HDL) and triglyceride (TG). The first, LDL carries cholesterol 
from the liver, around the body to the tissues. LDL is detrimental to the heart; the risk 
of CHD is increased as LDL increases. On the other hand, HDL, which carries sui*plus 
cholesterol not used by the tissues back to the liver for disposal is protective. It is thus, 
useful to have a low LDL (less than 3.4 mmol/1) and a high HDL (more than 1 mmol/1).
Table 1.2 shows the reduction in risk of having a CHD by a 10% reduction in total 
blood cholesterol at different ages.
Table 1.2 Risk reduction in total blood cholesterol by age 1
Age (years) Reduction in risk of CHD (%)
40 50
50 40
60 30
70 20
' British Heart Foundation (BHF), 1994
Triglyceride (TG) is another form of fat that can lead to atherosclerosis, especially when 
associated with high LDL or low HDL. This form of fat is found on meats, in dairy 
products, vegetable oils and the like. TG, when circulating fi'eely in the bloods, would 
come together and clog the smaller blood vessels, leading to a potential heart attack. TG 
is at its highest after a fatty meal and can make the blood plasma clot (thrombosis).
Finally, the most important dietary component leading to hypercholesterolaemia is 
saturated fat, which is converted into cholesterol after absorption. Monounsaturated 
fats, such as olive oil and polyunsaturated fats, such as margarine, help lower 
cholesterol levels. Fish oils have also been found to have protective effects on the heart. 
There is evidence that the higher the ratio of saturated fat to polyunsaturated fat, the 
larger the correlation between CHD and consumption of saturated fat.
1.3.2 High blood pressure
Another major risk factor is high blood pressure. Risk of CHD relates separately to 
systolic blood pressure and diastolic blood pressure. The former refers to the surge in 
pressure of each heartbeat. The latter is the minimal blood pressure as the heart relaxes 
and refills between heartbeats. A typical blood pressure reading is 120/70; that is, 
systolic blood pressure of 120mm of mercury (Hg) and a diastolic blood pressure of 
70mm. Blood pressure increases with age and is related to obesity, a sedentary lifestyle, 
a high fat diet and excessive alcohol intake.
1.3.3 Smoking and other lifestyle factors
Smoking is regarded as the second major risk factor after blood cholesterol. Smoking 
increases the likelihood of artherosclerosis as well as the clotting of blood or 
thrombosis. Although the precise effects of smoking on the precipitation of CHD are 
not entirely established, the relationship is significant; the more cigarettes smoked, the 
higher is the likelihood of developing CHD, especially so for those who smoked at an 
earlier age. Stopping smoking reduces the risk of CHD, although it remains higher than 
in individuals who never smoked.
Another modifiable lifestyle risk factor is physical inactivity; there is considerable body 
of evidence linking lack of physical activity to an increased risk of CHD. Until recently, 
however, this was regarded as a rather minor risk factor, operating indirectly through 
plasma lipid profiles and systemic blood pressure. It is now recognised that physical 
activity can reduce the likelihood of contiacting heart disease. For instance, studies by 
Paffenberger et. al. (c.f. Jones and West, 1995, p.6) showed that lifelong exercise 
protects against coronaiy events, independently of smoking, obesity, hypertension and 
family history among Haiward graduates. However, in a study of Finnish lumberjacks, 
CHD was relatively high, despite the amount of physical activities performed. The high 
CHD incidence was attributed to smoking and high cholesterol levels (c.f. Fardy, 
Yanowitz and Wilson, 1988).
1.3.4 Irreversible risk factors
The risk factors cited above which relate to diet and lifestyles are modifiable or 
reversible. There are several other risk factors associated with CHD that are not; namely 
age, male sex, family history. The risk of CHD rises progressively with increasing age. 
Furthermore, the risk is higher in young men than in women of the same age group, 
although with advancing years, the difference disappears. In general, there seems to be a 
10-year delay in cardiac mortality in women compared with men, with one-third of men 
and one-fourth of women dying from the illness (Kliaw, 1997; Wenger, Speroff and 
Packard, 1993). Finally, individuals with a genetic predisposition to hypertension, 
hypercholesterolaemia and diabetes are at higher risk of developing CHD. Some believe 
that familial history itself acts as an independent predictor of increased risk of CHD.
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1.3.5 Psychological characteristics
There is an increasing body of evidence linking psychological characteristics as risk 
factors for CHD (see Steptoe, 1998; Steptoe, Doherty, Rink et. al., 1999), although the 
causal relationships are not conclusive. Stress is one factor; it can precipitate and/or 
aggravate angina in patients and at times, can trigger a heart attack. For example, a 
study by Gullette and colleagues (c.f. Steptoe, 1998) illustrated that the risk of 
ischaemia, as monitored by EGG, was found to substantially increase during periods of 
self-reported stress in 132 patients with a histoiy of CHD. Another psychological factor 
often linked with the onset of CHD is hostility (or anger); lower thresholds for anger 
was found to best predict CHD in a sample of hospitalised male cardiac patients 
(Atchison and Condon, 1993). Hostility has also been shown to predict reinfarction 
(Everson, Goldberg, Kaplan, Julloinen and Salonen, 1998). Negative affects, such as 
depression and anxiety have also been linked to the onset of CHD. A systematic review 
conducted by Kubzansky and colleagues (1997) showed that anxiety increased the risk 
of CHD by influencing health behaviours, promoting atherogenesis and triggering fatal 
coronaiy events (through aiThythmias, plaque ruptures or thrombosis). Anxiety also 
appeared to be associated with abnormal cardiac autonomic control (e.g. via increased 
risk of fatal ventricular anhythmias). Finally, social support has been shown to predict 
CHD morbidity as well as mortality (Eriksen, 1994; Orth-Gomer, Rosengren and 
Wilhelmsen, 1993). Orth-Gomer and colleagues’ (1993) study found that when 
controlling for other risk factors, lack of social support remained a significant risk factor 
for CHD among middle-aged Swedish men. Eriksen’s (1994) review of prospective 
studies show a negative correlation between the level of social support and CHD 
morbidity and mortality, providing evidence of the protective effect of social support. 
Although not conclusive, these findings indicate the potential role of psychological 
characteristics as risk factors in the morbidity and mortality of CHD.
1.4 Epidemiology
CHD is the single most important cause of mortality in the industrialised countiies; out 
of 10.9 million deaths in 1990, CHD accounted for 2.7 million or 25% of total deaths in 
these countries (Khor, 1997). The epidemic started in the 1940’s in the US and reached
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its peak at the end of 1960’s in most industrialised countries (Kringlen, 1986; Marmot, 
1995). According to current estimates from the American Heart Association (1996; c.f. 
Morbidity and Mortality Weekly, 1999), more than one in four Americans have some 
foiTii of CHD for eveiy year except in 1900. In general, nearly twice as many people die 
from CHD as from cancer, the second leading cause of death. Four times as many heart 
attacks occur to men compared to women under 65 and 40 times as many in men than 
women under age 45 (primarily because of the protective effect of women’s 
reproductive hoiTnones). Overall, however, slightly more women than men die of all 
foims of heart disease.
In the UK, CHD was the underlying cause of nearly 170 000 deaths in 1992, accounting 
for 26% of all deaths. Approximately 240 000 people are admitted every year for MI in 
England alone. Moreover, there was a significant difference in the number of deaths 
related to CHD among males and females. In 1990, 448 men per 100 000 population, 
compared to 167 women died of CHD in England and Wales whilst 562 men and 241 
women died in Scotland (BHF, 1994).
Large scale epidemiological studies (e.g. Framingham, International Atherosclerosis 
Project and the WHO MONICA project) have provided important infoiTnation on the 
patterns of CHD morbidity and mortality world-wide. The WHO-sponsored MONICA 
project, studying 170 000 individuals in 37 countries over a 10-year period (from mid 
1980’s to mid 1990’s), has reported that men living in North Karelia (Finland), Glasgow 
(UK), Kuopia (Finland) and Belfast (UK) have the highest morbidity rate. As for 
women, the highest morbidity was found among those living in Glasgow, Belfast, 
Newcastle (Australia) and Warsaw (Poland). Meanwhile, the lowest average CHD rates 
in men occuned in Beijing (China), Catalonia (Spain), Vaud-Fribourg (Switzerland) 
and Toulouse (France); the lowest rate for women were found in Catalonia, Beijing, 
Toulouse and Brianza (Italy). It was found that the rate of morbidity was eight times 
higher for women in Glasgow than in Catalonia (WHO, 1999).
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Table 1.3 Incidence of MI per 100 000 of the population in 1990 in Western 
countries^
Country Men Women Total
Czechoslovakia 609 218 827
Northern Ireland 566 213 779
Scotland 562 241 803
Ireland 514 171 685
Finland 508 154 662
England and Wales 448 167 615
New Zealand 439 162 601
Denmark 418 152 570
USA 322 132 454
Germany 289 92 381
Greece 218 69 287
Switzerland 214 58 272
Portugal 176 65 241
Japan 57 23 80
British Heart Foundation, (BHF) 1994
CHD-mortality rates are also high in Asia-Pacific region with New Zealand and 
Australia leading the tables with mortality rates exceeding 100 per 100 000 population 
for all ages (e.g. New Zealand with a mortality rate of 228 for men and 173 for women). 
Other countries in the Asia-Pacific region that have similar proportions of mortality 
with those in the Western world are Singapore and Hong Kong; this is not surprising as 
they are affluent industrialised nations in the Asia-Pacific region, where standards of 
living are high. The cardiac mortality rates per 100 000 population of all ages for 
Singapore are 104 for men and 77 for women, with professional workers having a 
higher standardised mortality rates than do manual labourers (Khor, 1997).
However, the notion that CHD is a disease of industiialised nations (or affluence) is not 
entirely true, as the statistics obtained from the MONICA project showed. Japan is one 
clear example of a developed industrialised nation with relatively low morbidity and 
mortality rates. When compared on the basis of age-standardised to world standard 
population, the CHD mortality of Japan (at 28 per 100 000) is about one seventh that of
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the UK, one sixth that of the New Zealand and one fifth that of Australia for both men 
and women (Khor, 1997).
Whilst CHD continues to be the leading cause of mortality in the US and the UK, as in 
the rest of the Western world, the number of deaths fiom heart disease has declined by 
as much as 60% since 1950. Using age-adjusted statistics, the US Centers for Disease 
Control and Prevention (CDC) reported that 621 000 fewer people died from CHD in 
1996 than would have been expected to die had the peak rate from 1963 remained 
constant (c.f. Morbidity and Mortality Weekly Report, 1999). The same pattern of 
decline in rate of mortality is also obseiwed in Australia and New Zealand, where 
between 1969 to 1978, Australia showed a decline of 24% for men aged 45-64 years of 
age and New Zealand by 22%. Further declines were shown between 1978 to 1985 for 
men of the same age group, with decreases of 25% and 20% for Australia and New 
Zealand, respectively (Khor, 1997). The same pattern of decline also holds tme for 
other Western countries, especially in populations where the highest rate of incidence 
was found in the first place. For example, the MONICA project showed that the greatest 
decline in morbidity rates in men were in North Karelia and Kuopia (WHO, 1999).
However, the same pattern of decline in the morbidity and mortality cannot be said for 
many developing countries. It has been estimated that approximately two-thirds of the 
estimated 14.3 million annual deaths related to CHD occur in the developing world (c.f. 
Tatsanavivat et. al., 1998). According to the MONICA statistics, the most notable 
increase in CHD rates among both men and women are found in Eastern Europe and 
Asia. For instance, CHD has become an increasingly important mortality factor in 
China, more so in urban provinces. CHD mortality has increased from 86.2 per 100 000 
in 1957 to 214.3 per 100 000 in 1990 (Khor, 1997). Similarly, mortality due to CHD has 
emerged as a major cause of death in many other Asian Pacific countries; namely 
Philippines, Indonesia and Malaysia.
In the last three decades, CHD has replaced infectious diseases as the leading mortality 
factor among Malaysians (Ministry of Health, 1996). In 1995, CHD was the second 
most common hospital death among people in the 45 to 65 years age group after 
hypertensive diseases. CHD mortality in Malaysia was 8.0 per 100 000 population for 
all ages in 1965 and this rate has been on the increase to 23.0 per 100 000 population in
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1991. In 1985, 58,961 people were admitted for heart related diseases into government 
hospitals with 6205 number of deaths. A decade later, in 1994, hospital admissions 
increased more than 10%, to 89,824; 6688 of whom died in hospitals. In 1992, CVD 
accounted for 28.3% of all medically certified deaths in Malaysia; MI and angina 
accounted for approximately 37% of CVD-related deaths (Ministiy of Health, 1996).
It was also reported that more males were diagnosed with either MI or angina than 
females with a ratio of 3:1 (Khor, 1997). In 1990, the number of males hospitalised in 
government hospitals was 15 178; in 1995, the number increased to 20 793. Meanwhile, 
the number of females diagnosed with CHD in 1995 was 9489, an increase of 30% from 
1990. However, the rise of mortality has been more rapid for women, whose CHD 
mortality more than doubled between 1975 to 1990; fi'om 6.1 per 100 000 population to 
13.6, compared to about 30% increase for men during the same period (Khor, 1997).
The rate is 1.5 to 1.8 times higher in Indians (10% of the population) than in Malays and 
Chinese. Table 1.4 illustrates a comparison in CHD mortality per 100 000 of the 
population for all ages in Malaysia and other Asia Pacific countries.
Table 1.4 CHD mortality rates for all ages, per 100 000 population in Asia 
Pacific countries^
Country (Year) Male Female
New Zealand (1991) 228 173
Australia (1992) 191 161
Singapore (1991) 104 77
Hong Kong (1991) 56 37
Japan (1992) 45 38
China (1990)
Urban 49 46
Rural 24 21
Philippines (1991) 38 24
Malaysia (1990) 31 19
Thailand (1992) 24 2
Adapted fiom Klior, (1997).
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Although the mortality figures related to CHD are grim, statistics show a less bleak 
picture of suiwival rate in the fonn hospital discharge from government hospitals in 
Malaysia. In 1995, the discharge rate with CHD as the underlying cause of admission 
among adults aged between 20 to 59 years in 1995 was approximately 57% per 100,000 
population. Of the total discharge rate for CHD, approximately 70% of them were 
males (Ministiy of Health, 1996). This figure implies that more than half of the people 
admitted for either an MI or angina actually suiwive the illness from which they were 
admitted; a significant proportion of them men.
As in the industrialised countries, where mortality rates are falling, change in survival 
contributed one third and change in CHD rates two thirds, on average, of the total 
change in survival rates, indicating the importance of the prevention of CHD, For 
example, according to CDC, a major factor contributing to the decline in the mortality 
of CHD in the US has been the decline in cigarette smoking. In 1965, 42% of people 
over 18 smoked regularly whereas in 1995, the rate had declined to 25%. Decreases in 
blood pressure and blood cholesterol levels have a contributed to the reduction in CHD- 
related mortality (c.f. Morbidity and Mortality Weekly Report, 1999). Similar cases 
may be ti'ue for CHD in Malaysia. The increase in pattern of suiwival among Malaysian 
patients as well as those in other countries may be largely due to better management of 
the disease, both primary and secondary.
1.5 M anagem ent
Management following diagnosis of CHD is important; it has been reported that left 
untreated, 30% of angina patients and as many as 40% of MI patients will have died. 
The treatment management of CHD varies depending on the extent and severity of the 
disease; ranging from drug therapies to surgical procedures. Psychological intei*vention 
programmes have also been introduced in recent years to assist patients’ recovery 
process. The following section discusses specific treatment management programmes 
for angina and MI patients following their diagnosis.
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1.5.1 Medical
For patients with UA, symptoms have to be treated immediately. Untreated, 30% of all 
patients will either have died or suffered MI within three months. Patients are best 
managed in specialised coronaiy care units (CCUs) where arrhythmias and progressive 
ECG can be monitored. The aims of management of unstable angina are to relieve the 
acute pain of ischaemia, to prevent recurrence of that ischaemia and establish a more 
stable clinical condition.
Nitrates are used in the relief of acute ischaemia. They act by relaxing vascular smooth 
muscle in systemic and coronary arteries and veins. Most episodes of angina are 
relieved within 2-3 minutes by sublingual glyceryl nitrate (GTN) either in tablet or 
aerosol fonn. Beta blockers and/or calcium antagonists are often used in the treatment 
of UA, reducing its frequency. Beta blockers are effective prophylactic agents. They 
reduce oxygen demand by lowering heart rate, reducing blood pressure and depressing 
myocardial contractility. The more commonly used beta blockers are propalanol, 
atenolol and metoprolol. Calcium antagonists reduce myocardial oxygen consumption 
by reducing systemic vascular resistance and coronary artery tone. In addition to the 
above, anticoagulation with intiavenous heparin (an anti-clotting dmg) is also 
mandatory in many UA cases. Finally, aspirins, which inhibit platelet activation at the 
site of the intimai damage are given to patients in whom there is no contraindication.
The mortality from MI is approximately 40% (Timmins et. al., 1997). Most of these 
deaths occur out of hospital and are largely the result of lethal aiThythmias such as 
ventricular fibrillation and ventricular tachycardia. Swift admission to hospital is crucial 
where patients will be given continuous ECG monitoring in specialised coronary care 
units (CCU); nurses will give resuscitation promptly should aiThythmia occur.
Another immediate form of treatment of MI is thrombolysis, the breaking up and 
dissolution of blood clots, occurring naturally in the body. It may be augmented and 
accelerated by thrombolytic agents such as streptokinase and tissue plasminogen 
activator (TPA). Thrombolytic therapy in MI aims to recanalise the occluded coronary 
vessels, thereby minimising myocardial damage.
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Some patients require consideration for revascularisation. One option is to relieve the 
coronary obstruction by dilatation with a balloon known as percutaneous transluminal 
coronary angioplasty (PTCA). An alternative, more invasive procedure is to bypass the 
obstmction surgically, namely coronaiy bypass grafting (CABG).
PTCA, inti'oduced in 1977, is a relatively new way of treating CHD. It is now used 
increasingly on patients with multi-vessel disease. A guiding catheter is inti'oduced into 
the femoral artery and passed via the aorta into the mouth of the coronaiy arteiy. A 
guide wire is then passed through the catheter and manipulated into the arteiy with the 
stenosis to be treated. An inflatable balloon mounted on a thin catheter is then passed 
across the stenosis in the deflated state using X-ray screening. The balloon is then 
inflated to dilate the artery and relieve the obstruction. The use of PTCA has been 
successful. However, the main limitation with this technique is that the artery at the site 
of the dilatation may re-naiTow, usually within six months of the procedure, causing 
recurrence of symptoms in about 25% of patients, when either further PTCA is 
perfoi-med of alternatively, CABG is offered.
CABG provides significant relief from angina in about 80% of patients; mortality is less 
than 2%, increasing between 5 to 10% for a second procedure. CABG is carried out 
when one or more of the coronary arteries is blocked and cannot be unblocked by 
PTCA. A new passageway is created for the blood to pass through to restore the blood 
flow to the heart muscle at the other end of the blockage. The new route, called the 
graft, is created for each of the blocked arteries. This involves the use of the patient’s 
own blood vessel (from an arteiy fi'om the chest wall) or saphenous veins (from a leg) 
to bypass the obstruction. The heart is rendered motionless either by ischaemic arrest or 
with cold concentiated potassium solution; blood stops circulating at this time. A 
heart/lung bypass machine is used to oxygenate the blood. Apart ftom PTCA and 
CABG, other techniques used are coronary artery stenting and laser therapy. Modem 
technology is being used to develop more advanced procedures in the management of 
CHD.
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1.5.2 Secondaiy prevention
Secondary prevention programmes aimed at preventing disease progression in patients 
who have CHD are gaining credibility in recent years. The main feature of secondary 
prevention is risk-factor modification. Quitting smoking after MI, for instance, reduces 
the risk of recurrent attacks by up to 50% (c.f. Jones and West, 1995). Similarly, 
lowering blood cholesterol level via dietary restrictions reduces cardiac mortality in 
post MI and angina patients. Changing dietary behaviours also facilitate weight 
reduction and control blood pressure. Exercise programmes have also contributed to 
improved health conditions in patients recovering fr om CHD, both physically and 
psychologically. In recognition of the benefits of secondary prevention, many hospitals 
have begun providing formal cardiac rehabilitation programmes (CRT) to patients 
following their illness, in line with the recommendation made by WHO (1993).
World Health Organisation (1993) defined cardiac rehabilitation as:
"the sum o f activities required to influence favourably the underlying cause o f the 
disease, as well as to ensure the best possible physical, mental and social conditions so 
that they may, by their own efforts, preserve or resume when lost, as normal a place as 
possible in the life o f the community ”
Over the last decade, the objectives of CRP have become more comprehensive and 
more realistic (Cay, 1995; Maes, 1992; Squier and Kaplan, 1996). Where initially CRP 
provided only exercise programmes aimed at reconditioning the individual 
physiologically, so as to enhance myocardial function, modem CRP have now included 
facilities that help restore patients’ physical, psychological and social well-being. In 
other words, quality of life has become an important agenda in the goal of modem CRP 
(Cay, 1995; Maes, 1992; Pashkow, 1993). Education and psychological interventions 
such as counselling and social support groups aimed at alleviating negative affects such 
as anxiety and depression, are made available. More importantly, modem CRP are 
beginning to tailor to the needs of individual patients (Jones and West, 1995).
The benefits of CRP are myriad. For one, they have been shown to reduce cardiac 
mortality by up to 37% in the first year (Pashkow, 1993) and by 20% in the third year, 
as revealed by several meta-analytic reviews of confrolled interventions (e.g. O’Connor,
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Buring, Yusuf et. a l, 1989; Oldridge, Guyatt, Fisher and Rim, 1988). CRP have also 
been shown to be cost-effective, similar to that of CABG, although lower than the use 
of drug therapies (Oldridge, Guyatt, Jones et. a l, 1991). Meta-analyses have also shown 
that CRP lead to improved exercise tolerance levels, decline in symptoms of angina and 
cessation of smoking by up to 26% (see Digenio and Joughin, 1997). In addition to the 
modifications in risk factors, CRP have also been found to have positive benefits on 
patients’ psychosocial well-being (e.g. Oldridge et. a l, 1988; 1990, 1991, 1995; van 
Elderen et. a l, 1999). In sum, there is a growing body of evidence that CRP can extend 
survival, improve quality of life, decrease the need for interventional procedures such as 
angioplasty and bypass grafting, and reduce the incidence of subsequent myocardial 
infarction (Digenio and Joughin, 1997). However, not all believe that modem CRP are 
sufficient nor beneficial to all cardiac patients. The arguments for both sides will be 
reviewed and discussed in detail in Chapter 2.
1.6 A lternative/C om plem entary M edicine
An important feature involved in illness management is patients’ treatment-seeking 
behaviours. In the attempt to treat their illness, most patients in the West resort to 
allopathic or orthodox medicine, upon which the dominant medical system in 
industi'ialized societies is based. The allopathic medical system is developed based on 
objective beliefs that are recognised by contemporary medical practitioners as 
established scientific therapeutic processes (Kleinman, 1993). The management of CHD 
discussed above (see Section 1.5) is exclusively allopathic.
The strong dependence on allopathic medicine to treat illnesses may be prevalent in 
many Westem societies. However, this is not entirely so in medically pluralistic 
societies such as Malaysia. This section briefly addresses the importance of looking at 
the factors involved in the consultation and/or use of complementaiy medicine in 
medically pluralistic societies. Although there is no record of studies looking at the 
relationship between CHD and complementary medicine to date, knowledge of the 
features of medically pluralistic society is helpful for understanding processes involved 
in influencing treatment-seeking behaviours and their consequent impacts on 
psychological outcomes and daily functioning.
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The phenomenon where traditional systems of medicine and healing co-exist with 
modem allopathic medicine is referred to as medical pluralism. It is a feature of many 
industi'ialized countries just as it is in most non-industiialized societies (Sharma, 1992). 
In addition to or instead of allopathic medicine, people in medically pluralistic societies 
often consult alternative fonns of healing systems, namely, self-care medication, 
complementary and/or folk medicine, both as primary prevention measures as well as 
treatment regimes.
Folk medicine (or more often refemed to as alternative/complementary medicine) is a 
healing practice derived from the individuals’ heritage; the beliefs, values and cultural 
idioms attached to the meaning of acquiring and experiencing the symptoms of illness. 
These beliefs, values and idioms, in turn, influence treatment-seeking behaviours 
(Kleinman, 1993).
Among the more widely used types of traditional medicines are natural folk medicine, 
obtained from the natural environment. These include herbs, plants and minerals used to 
prevent as well as treat various ailments. The Chinese is a society known to widely 
utilise herbs and plants in their treatment of illnesses. The use of herbs, plants and 
minerals in the Chinese culture originates from the belief for a need to restore balance 
between the ‘yin’ and ‘yang’. For example, to make up a deficiency of ‘yang’, or to aid 
the fire element against an excess of the water element, numerous Chinese herbs are 
imbued with special properties to help restore the balance.
Similar use of the natural environment is also found in traditional Islamic societies. The 
use of elements fr om nature is in accordance with practices of the Prophet (As-Suyuti,
1997), originating more than 1500 years ago. Honey, for example, is seen an important 
substance in treating various illnesses, including colds, fever and migraines whilst dates 
are recommended to control high blood pressure.
Another form of folk medicine sought in cultures other than the West is that of magico- 
religious tradition. This tr adition uses charms, holy words and actions both to prevent 
and cure different types of illnesses, particularly psychological in nature. In such
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tiaditional societies, the tiaditional medicine man or ‘sharman’ is deemed as the expert 
on the issues of disease causation and has at his command the mystical powers to 
communicate with the supernatural (Sharma, 1992).
Home remedies are another form of medicine often used to treat mainly minor ailments 
such as colds and headaches. There is evidence of the universality in self-medication 
behaviour across different societies; for example, non-prescribed medicine and home 
remedies are preferred over consultation from general practitioners in treating common 
colds, sinuses and headaches (Sharma, 1992).
Although allopathic medical system is the predominant medical system in the West, 
there has been a re-emergence in the use of complementaiy medicine among patients in 
the West in recent years. A recent study revealed that 60% of the medical schools in the 
US are now incoiporating alternative medicine into their curriculum (Wetzel, Eisenberg 
and Kaptchuk, 1998). The use of complementary medicine has also recently extended to 
the mainstieam health care systems. In the UK, the National Health Service (NHS) has 
made recommendations that complementary medicines such as aromatherapy and 
honioepathy be made available to patients, in addition to existing modem medicine in 
treating various illness conditions, ranging from psychological conditions to physical 
conditions such as back pain and even cancer. The increasing application of 
complementary medicine, thus, ‘represents a significant second system, apart from 
conventional medicine’.
Studies have shown that Western medically pluralistic societies, differences exist in the 
ways by which complementary medicine is consulted and used. These differences are a 
function of environmental factors such as geographical area and sociodemographic 
factors such as gender, ethnicity, religious affiliation and socioeconomic status. Surveys 
show that people in the south of England, for example, tend to use complementary 
medicine more than people in the north (Fulder, c.f, Shaima, 1992; p. 15). According to 
most surveys in the UK and other European countries, figures indicate a slightly greater 
percentage of women to be users of complementary medicine compared to men; whites 
are also more likely to use complementaiy medicine than other ethnic groups. There are 
also differences in the use of alternative treatment between different socioeconomic
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classes. For example, in the UK, there are slightly more complementary medicine users 
from socioeconomic grades A and B than others (Fulder, c.f. Sharma p. 31).
Much less is known of the psychological characteristics of complementaiy medicine 
users. Work on the relationship between psychological characteristics and treatment- 
seeking patterns of behaviours is relatively new. One of the hypothesis put forward is 
that users of complementary medicine differ from non-users with respect to 
psychological traits. Systematic psychological studies on complementary medicines, 
although limited, are promising.
Bishop and colleagues (1996; 1998) conducted several studies looking treatment- 
seeking behaviours among Singaporeans. An interesting pattern that emerged from their 
work is the prevalence in the simultaneous use of both allopathic treatment and folk 
medicine in treating the same illness by Singaporeans in their sample. Singaporeans 
were likely to seek both allopathic as well as sinseh’s folk medicine to treat symptoms 
of their illness. This pattern of treatment-seeking behaviour is considered a nomi in 
many medically pluralistic societies such as Singapore (Bishop, 1996; 1998). They also 
found that among the factors influencing failure and/or refusal to seek allopathic 
medical treatment include perceptions of illness causation, its severity as well as 
individual meaning attached to the illness (Bishop, 1998; Quah and Bishop, 1996; Tan 
and Bishop, 1996).
More recently, initial studies looking at the use of complementary medicine among 
cancer patients in the West have been conducted. For example. Truant and Bottorff
(1999) investigated the process by which women with breast cancer make decisions 
related to using complementaiy therapies. Open-ended inteiwiews were conducted on 16 
women receiving allopathic treatment and who used a wide range of complementaiy 
therapies. Their findings revealed that decision making related to the use of 
complementaiy medicine was perceived as a means of regaining control during 
experiences of uncertainty associated with breast cancer. Ritvo and colleagues (1999) 
further proposed that complementaiy treatment-seeking behaviour is closely associated 
with patients’ need to maintain positive expectancies or optimism when faced with the 
risk and uncertainty of cancer.
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Although much more work needs to be done assessing the processes that influence 
treatment-seeking behaviours especially in relation to CHD, the findings to date point to 
the importance of understanding the relationship between complementary treatment and 
specific patterns of illness behaviours, decisions concerning tieatment alternatives, 
actual therapeutic practices and evaluations of therapeutic outcomes. In short, there 
exists differences in the ways groups of individuals, particularly in medically pluralistic 
societies such as Malaysia, respond to illness, which in turn, influence treatment 
behaviours and illness outcomes.
1.7 Malaysia
The concept medical pluralism is relevant in the context of Malaysia, a society which 
practices both allopathic and alternative medicine. Malaysia is also undergoing 
modernisation and rapid social changes, though traditional cultural beliefs are still 
widely embraced and practiced. The dualistic nature of the Malaysian society may 
influence values attached to different health and illness-related behaviours.
1.7.1 Allopathic
In 1957, at the time of independence from the British government, the Malaysian 
Ministry of Health inherited a medical and health service which was predominantly 
urban-based. Policies were developed at different stages to establish a comprehensive 
health seiwice catered for all Malaysians for different health and illness problems. 
During the First Malaysia Plan (1966 -1970), attention was given to systematic control 
of infectious and communicable diseases and improvements of environmental sanitation 
and nutritional status (Ministiy of Health, 1996).
Since the 1960’s, a shift in emphasis has been observed in the health campaigns and 
programmes developed and organised by the Malaysian Ministry of Health. The 
transitions in aims of these campaigns reflect the changes in disease profile and 
morbidity and mortality trends in Malaysia. The epidemiological changes are strongly 
associated with urbanisation, economic affluence, sedentary occupations and lifestyles 
taking place in Malaysia. In the 1960’s to the late 1970’s, most of these health
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campaigns were geared towards the prevention and treatment of infectious diseases 
such as tuberculosis, malaria and dengue fever.
Within the last decade, however, emphasis has been stressed on promoting healthy 
lifestyles and active treatment and rehabilitative efforts at all levels of health care 
delivery system. Among the campaigns that have been carried out within the last few 
years were the “Healthy Lifestyle Campaign on Coronary Heart Disease” in 1995 and 
“The Promotion of Appropriate Diet and Healthy Lifestyles - Programme for the 
Prevention and Control of Cardiovascular Diseases” in 1995.
The focus of these campaigns and health-promotion programmes on cardiovascular 
diseases (CVD), particularly coronaiy heart disease (CHD) is not surprising, as the 
latter has replaced infectious diseases as the number one mortality factor in Malaysian 
hospitals, accounting for approximately 17% of all medically certified deaths (Ministry 
of Health, 1996). In recognition of the tiend in CHD morbidity and mortality, the 
National Heart Institute (or Institut Jantung Negara - UN) was established in 1995. This 
establishment provides the latest technology in the care and treatment of CVDs. Among 
the treatments provided are open-heart surgery, coronary bypass graft surgeiy and 
percutaneous transluminal coronaiy angiography. In addition to providing treatment and 
care for patients, UN also provides health education programmes to the public via 
information technology and the mass media. Recently, a series of education 
programmes on the aetiology of and outcomes of CVD as well as promoting healthy 
lifestyles were broadcasted on television; the reception from the Malaysian public was 
positive (Berita Harian, 1997). In addition, UN is also collaborating with various 
international establishments in conducting research, both epidemiological as well as 
technological (Berita Harian, 1997) with the aim of decreasing CVD-related mortality 
rates as well as to improve seiwices provided to its patients.
1.7.2 Alternative/complementary
Despite the advances made in the facilities provided by mainstream allopathic medical 
care, many Malaysians still resort to complementaiy medicine to treat various illnesses, 
ranging fr om psychological conditions to minor ailments to more serious illnesses such 
as hypertension and diabetes. Complementary medicine or better known as ‘traditional
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medicine’ orperubatan tradisional has existed in Malaysia for over 500 years (Chen, 
1975). They are still widely consulted and utilised by all ethnic groups in Malaysia. For 
example, among the Malays, who are predominantly Muslims, the belief that illnesses 
can be caused by demons, evil spirits or being hexed by others is still widespread, even 
among those who are well-educated (Azhar and Varma, 2000). The sei-vices of 
traditional healers, or bomohs are usually consulted. However, over the last two 
decades, the consultation of bomohs has been on the decline. This is mainly due to the 
religious revival of Muslims, which has resulted in alternative seeking behaviours. Most 
Muslims now turn to God for help, resorting to personal and/or congregational prayers 
to alleviate physical and psychological symptoms related to illness (Azhar and Varma, 
2000). Other alternative fomis of treatment often consulted among Malays are holy 
drinks, the use of ointments made from natural herbs and massage treatments by trusted 
others in the community.
Chinese in Malaysia are generally well-educated; like Malays, they continue to practice 
Chinese cultural fraditions. Like the Chinese in Singapore, the belief in the powers of 
yin and yang are still prevalent. Sinsehs are often consulted, and Chinese herbs and 
medicines are widely available and used in Malaysia, both by Chinese and non-Chinese 
alike.
Chen (1975) conducted an extensive review on the cultural traditional medical systems 
in Malaysia. One notable feature of his review showed that there are differential use of 
complementaiy treatment by different Malaysian ethnic groups. For instance, for the 
Malays, disease causation as well as therapy depend heavily on belief in God whilst the 
Chinese medical system relies heavily on theories of harmony between concepts such as 
'yin' and 'yang'.
To date, no psychological studies looking at complementaiy medicine within the 
context of CHD in Malaysia have been conducted. Knowledge of the demographic 
characteristics and psychological characteristics of complementary medicine users in 
Malaysia is helpful for understanding the relationship between use of alternative 
freatment and psychological outcomes fr om CHD. Thus, among the aims of this 
research are to deteimine whether the use of complementaiy medicine is associated
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with demographic and psychological characteristics of Malaysian patients and whether 
the use of complementary medicine is associated with psychological outcomes of CHD.
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CHAPTER 2
PSYCHOLOGICAL ASPECTS OF CHD: 
DETERMINANTS OF RECOVERY AND OUTCOMES
Aim
The present chapter reviews the literature on studies looking at psychological predictors 
of recovery from and outcomes of CHD. Research in this area is extensive, ranging 
from sociodemographic characteristics to emotional status and social support. This 
review will only consider aspects deemed most relevant to the present research project, 
taking into account issues of generalisability as well as cultural sensitivity and 
specificity.
Several of the predictor variables are drawn from existing models widely used in 
research in health and social psychology, namely social cognitive models (SCMs). 
Among the factors drawn from SCMs are self-efficacy, locus of control and intentions. 
Other psychological factors reviewed in this chapter are affective status and coping 
styles which include social support and religiosity/spirituality.
The focus of this review will be on three domains of illness outcomes: emotional well­
being, functional status and quality of life. The review will begin with self-referent 
constructs (e.g. self-efficacy) followed by intentions and affective status (e.g. anxiety, 
depression and pessimism) before presenting work on interpersonal constmcts (e.g. 
coping and locus of control). The section on coping will incorporate literature on 
seeking social support and turning to religion. This chapter will also cover psychosocial 
aspects of cardiac rehabilitation, critically discussing the findings of studies conducted 
to date. Lastly, a model hypothesising the relationships between these psychological 
variables and cardiac outcomes within the Malaysian context is presented and 
discussed.
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2.0 B ackground and Significance
CHD has emerged as the single most important cardiovascular disease, replacing 
infectious diseases as the leading cause of mortality in Malaysia. It accounted for 17% 
of medically-certified deaths in Malaysian government-owned hospitals in 1995, an 
increase from 1.8% in 1950 (Ministry of Health, 1996). The increase in cardiac 
morbidity and mortality rates in Malaysia is similar to trends in other developing 
nations, and replicate the trends for CHD observed in many Western and/or 
industrialised nations over the past two decades (see Chapter 1). Malaysian health 
authorities have taken steps to increase cardiac survival rates by providing the latest 
drug therapy, and non-surgical as well as surgical procedures for patients diagnosed 
with various forms of CHD. Among the procedures provided by both public and private 
health institutes are angiography, PTCA and CABG (see Chapter 1). Much investment 
has been made into research on the techniques of CHD-related primary medical 
interventions. Despite the strides made in the provision of medical treatments for 
patients under hospital care, mortality in hospital as well as following hospital discharge 
is still relatively high (Ministry of Health, 1996).
Myriad factors may account for the high incidence of CHD-related mortality rates. 
Studies in the West have shown that psychological characteristics such as personality, 
emotions and cognitions have been found to influence outcomes of CHD, particularly 
MI. For example, depression predicts mortality up to ten years following a first MI 
(Frasure-Smith, Lesprerance and Talajic, 1995a, 1995b; Everson, Roberts, Goldberg 
and Kaplan, 1998) while worry predicts death at 20 years (Kubzansky, Kawachi, Spiro, 
Weiss, Vokonas and SpaiTow, 1997). Not much is known, however, of the 
psychological characteristics of Malaysian cardiac patients, either immediately 
following the illness or after hospital discharge. Research looking into the 
psychological aspects of CHD in Malaysia is still in its infancy, with only one other 
known study of this nature previously conducted (Khan, 1998). Thus, the present study 
highlights the importance of understanding the psychological aspects of the recovery 
and rehabilitation from CHD, in cultures other than the West, specifically among 
Malaysian patients. The findings may prove beneficial to Malaysian health authorities
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in their efforts to develop more effective illness prevention, intervention and 
rehabilitation programmes for cardiac patients in Malaysia.
2.1 D eterm inants o f recovery from  CHD
Despite the decrease in CHD morbidity and mortality in the West, there is still grave 
concern over recoveiy rates for patients who survive their cardiac event. Impairments in 
physical and psychological well-being have been obseiwed (e.g. Ben-Sira and Eliezer, 
1990; Johnson, 1988; Sykes, 1994) even up to ten years after their first MI (Frasure- 
Smith, et. al., 1995; Schleifer, Macari-Hinson, Coyle, et. al., 1989).
These outcomes are not surprising as studies show that CHD results in symptoms of 
pain and fatigue, neurocognitive deficits and severe limitation in daily function (Squeier 
and Kaplan, 1996). Given the nature of the illness, which is typically sudden and life- 
threatening, readjusting to life for cardiac patients is often difficult, distressing and 
stressful. Different physical, psychological and social factors interact to facilitate or 
impede patients’ recoveiy process. Interestingly, studies have shown that severity of the 
cardiac disease as measured by ventricular ejection fraction does not singly predict 
recovery from CHD (Erasure-Smith et. al., 1995a, 1995b; McGee, 1994; Steeds and 
Channel', 2000). Instead, factors such as emotions, coping styles and self-beliefs have 
been found to affect the outcomes of CHD, either directly or indirectly. For example, 
depression prior to MI has been found to predict non-adherence to medical regimen 
(William, Haney and McKinnis, 1986), lower rates of smoking cessation (Huijbrechts, 
Duivenvoorden, Deckers, Leenders, Pop, Passchier and Erdman, 1996) as well as re­
infarction (Erasure-Smith et. al., 1995a; 1995b).
Several social cognitive models have been used to explain the mechanisms and 
processes by which psychological factors affect outcomes of illness, including CHD. 
SCMs postulate that cognitions are proximal determinants of health-related behaviours. 
These social cognitive factors mediate the effects of other more stable psychological 
determinants on behaviours. More significant is the assumption that these cognitive 
factors are modifiable, and hence amenable to intervention. They have been shown, to 
varying degrees, to distinguish between those who will and will not undertake a range 
of cardiac-related behaviours including cessation of smoking and uptake of exercise
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(e.g. Conner and Norman, 1998; Norman and Bennett, 1998; Noiman and Conner,
1998).
The following sections address several of these social cognitive factors, starting with 
self-referent beliefs (such as self-efficacy, Bandura, 1977, 1986; 1994), intentions (from 
the Theory of Planned Behaviour; Ajzen, 1991; Ajzen and Madden, 1986) and health 
locus of control (fr om the Health Locus of Control Model; Wallston, Wallston and 
DeVellis, 1978). Next, other cognitive and non-cognitive psychological variables found 
to be predictive of outcomes from CHD are reviewed, including negative affect (e.g. 
anxiety and depression) and coping styles (e.g. denial, active coping, seeking social 
support and turning to religion).
2.1.1 Self-referent beliefs
The concept of self-efficacy stems fr om social cognitive theory, which sees individuals 
as self-reflective agents, rather than merely passive recipients of environmental forces. 
Defined as ‘the belief in personal abilities and capabilities to perfoim certain 
behaviours’, self-efficacy is ‘not concerned with the skills one actually possesses, but 
with judgements of what one can do with whatever skills one has’ (Bandura, 1986). 
According to Bandura (1986), self-efficacy plays an important role in influencing the 
ways an individual acquires new behaviours and maintains old ones. The individual 
appraises the sources of efficacy information by taking into account personal, social, 
temporal and situational circumstances. Self-efficacy is the belief that a behaviour is 
within personal control. The belief that one is able to quit smoking is an example of 
self-efficacy belief.
The concept of self-efficacy has been extended in its attempt to account for specific 
illness behaviours, phases and outcomes (e.g. Schwarzer and Fuchs, 1998). For 
example, Marlatt (c.f. Schwarzer and Fuchs, 1998; p. 171), proposed five categories of 
self-efficacy that are related to stages of motivation and prevention pertaining to 
addictive behaviours: resistance self-efficacy, haim reduction self-efficacy, action self- 
efficacy, coping self-efficacy and recoveiy self-efficacy. Schwarzer and Fuchs (1998) 
contended that behaviour is more likely to be effective when individuals utilize coping 
self-efficacy, “the optimistic beliefs of capacity to overcome difficulties in performing
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an aimed behaviour” (p. 173). The application of this extension on the self-efficacy 
concept in various health behaviours is promising.
The application of self-efficacy in health and illness research is quite extensive. Review 
of the literature reveals that self-efficacy to successfully perform a health-related action 
is predictive of the actual likelihood of success (Bandura, 1994; Schwarzer and Fuchs, 
1998; p. 165). It is a crucial determinant of the adoption of a particular behaviour (e.g. 
changing diet), modification of as well as maintaining the behavioural change (e.g. 
dietaiy fat intake). For example, Povey and colleagues (2000) found that people (N = 
287) with high self-efficacy had lower fat intake. Among other health behaviours 
successfully predicted by the self-efficacy model are breast cancer screening, physical 
exercise and weight control (e.g. Schwarzer and Fuchs, 1998). Patients with high self- 
efficacy beliefs are better able to control pain than patients with low self-efficacy 
(Bandura, O’Leary, Taylor, Gauthier and Gossard, 1987). Self-efficacy has also been 
shown to be associated with emotional status. For example, Davis (1988) found low 
self-efficacy to be a strong predictor of depression among 200 older or elderly adults in 
a community setting.
Within the context of CHD, self-efficacy beliefs have been found to be associated with 
various cardiovascular functions such as blood pressure and heart rate (Bandura, Reese 
and Adams, 1982; Schwarzer and Fuchs, 1998). Cardiac patients with high self-efficacy 
beliefs are more likely to experience healthier blood pressure and heart rate readings in 
stressful situations compared to patients with low perceived self-efficacy (Bandura et. 
al., 1987). Self-efficacy has also been shown to affect other components of stress 
response (O’Leary, 1992), with lower self-efficacy associated with greater stress 
response.
Much of the work on self-efficacy within the context of CHD focuses on behaviours of 
prevention or rehabilitation. Most of the findings revealed positive relationships 
between self-efficacy and cardiac outcomes (Bandura, et. al., 1994, 1987; Ewart and 
Fitzgerald, 1994; Ritvo, Irvine, Katz et. al., 1999; Scheir and Carver, 1987). For 
example, self-efficacy has been shown to predict participation in exercise programmes 
(McAuley, 1992; Oldridge et. al., 1990; 1995), adherence to exercise regimens (Ewart
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and Fitzgerald, 1994; Dzewaltowski, 1989), frequency of light exercise (Bennett 
Mayfield, Noiman, Lowe and Morgan, 1999), cessation of smoking (O’Leaiy, 1992) as 
well as healthy eating behaviour (Schwarzer and Fuchs, 1998). Sullivan, LaCroix,
Russo and Katon (1998) found that in a prospective study on MI patients, self-efficacy 
to maintain function and to control symptoms significantly predicted physical function, 
social function and family function after contiolling for baseline function, baseline 
anxiety and other significant correlates. Similar patterns of findings were obtained for 
suiwiving surgical patients. For instance, Perkins and Jenkins (1998) reported that self- 
efficacy expectancies were significantly and positively related to behaviour 
performance (e.g. diet, walking, resuming roles) among patients recovering from 
PTCA. Patients with high self-efficacy also reported lower levels of mood disturbance. 
Lastly and as importantly, self-efficacy has been found to be a significant predictor of 
attendance at CRP (see Coats, McGee, Stokes and Thompson, 1995, Jeng and Braun, 
1994; Sullivan, et. al., 1998).
The findings to date demonstrate the role self-efficacy plays in the adoption of and 
maintenance of healthy behaviours. They show that self-efficacy has important 
implications in the context of rehabilitation. The findings provide support for the 
adoption of cognitive behavioural interventions for cardiac patients aimed at increasing 
confidence in adopting and maintaining healthy behaviours as well as contiolling 
related symptoms (Jeng and Braun, 1994). The adoption and maintenance of healthy 
behaviours, would in turn facilitate recovery from CHD. Self-efficacy expectations 
could act as a bridge between knowledge and behaviours (Perkins and Jenkins, 1998). 
Self-efficacy beliefs are useful in deteimining whether or not a behaviour is going to be 
carried out, the amount of effort that will be expended in carrying out the desired 
behaviour and the duration for which the behaviour is canied out. In the context of 
cardiac rehabilitation, efficacy expectations and beliefs can be enhanced by providing 
patients the opportunity for graded mastery experience, using goal-setting and modeling 
of success by similar others (Bandura, Adams, Hardy and Howells, 1980).
2.1.2 Intentions
One variable closely associated with self-efficacy in determining health and illness 
related behaviours is intention. According to the self-efficacy model developed by
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Bandura (1986, 1994), self-efficacy beliefs or expectancies shape behavioural 
intentions. These behavioural intentions, in turn, predict the adoption of the intended 
behaviour. Thus, according to the model, individuals who believe that they will succeed 
are likely to form an intention to engage in the desired or recommended behaviours.
The Theoiy of Planned Behaviour (TPB; Ajzen and Madden, 1986) also advocates 
intention to be a proximal determinant of behaviour.
The predictive value of intention as a proximal determinant of behaviour in health 
psychology research has met with some success. For example, Araiitage and Conner
(1999) conducted a study (N = 413) assessing the predictive validity and causal 
ordering linking beliefs, attitudes, intentions and behaviour over a three-month period. 
Their findings show that attitudes, subjective noims and self-efficacy control were 
consistent predictors of intention across all time points; intention, in turn, predicted 
food choice behaviour. Hausenblaus, Carron and Mack’s (1997) meta-analysis revealed 
a mean correlation of 0.47 between intention and behaviour. Similarly, Abraham and 
colleagues’ review (1998) showed that intentions are reliably but moderately correlated 
with a range of health behaviours such as attendance for clinical screening (0.35), 
addictive behaviours (0.56) and exercise behaviours (0.52).
Different studies have shown that intention to engage in a behaviour (e.g. exercise) is 
predictive of performance of that specific behaviour. Povey and colleagues’ (2000) 
study on the general public (N = 287) showed that intentions significantly predicted 
lower fat intake ((3 = -.22) and higher fi’uit and vegetable intake ((3 = .42). Rutter’s
(2000) prospective study (N = 1215) on women and breast cancer revealed that 
intention to attend breast cancer screening was the single most important predictor of 
actual first-time attendance (B = 1.08, OR = 2.9), more so than attitudes, subjective 
norms and personal control beliefs. Further, Bennett and colleagues (1999) found 
behavioural intention to be a significant predictor of fr equency of exercise, accounting 
for 51% of the variance, after controlling for pre-MI exercise among 43 cardiac 
patients.
However, not all studies have shown that people with intentions successfully translate 
these intentions into behaviour. For example, Orbell and Sheeran (c.f. Sheeran and
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Orbell, 1999) found that only one half of a sample of women who intended to undergo 
cervical cancer screening did so within a one year period.
Several suggestions have been proposed to account for the discrepancy in findings for 
intentions as predictors of behaviour. One such explanation relates to the stability of 
intentions in predicting actual behaviour (Chatzisarantis and Biddle, 1998). Sheeran and 
Orbell (1999) argued that intention is likely to be predictive of behaviour in the short 
term. They further suggested that motivation to perform an intended behaviour, on its 
own, may not be sufficient to ensure adherence. Rutter’s (2000) findings show intention 
to be a significant predictor of first time breast cancer screening attendance (B = 1.08, 
OR = 2.9). However, it was no longer a significant predictor of re-attendance three 
years later (B = 0.32, OR = 1.4). Analyses revealed that only first time attendance 
significantly predicted re-attendance, suggesting that past routine behaviour could 
replace intention as the proximal determinant of subsequent behaviours. Norman, 
Conner and Bell’s (2000) study (N = 87) on the application of the TPB to exercise 
provides some support for this contention. They found that past behaviour directly 
predicted future exercise behaviours, over and above other TPB variables, including 
intention (p = .47 for past behaviour vs. p = -.10 for intention). Bargh (c.f. Abraham et. 
al., 1998) proposes that when someone repeatedly performs a behaviour in a particular 
context, “the motive and its implementation instiuctions become integrated into the 
individual’s representations of that situation”, rendering behaviours to be repeated, 
independent of other variables, including earlier intentions. This explanation is 
consistent with the Triandis (1977) model which states that as a behaviour is repeated, it 
should become more habitual in nature.
Despite the reported inconsistencies in findings, intention is a valuable variable in 
predicting actual behaviour. The findings above suggest that in the context of recovery 
from CHD, the adoption of actual behaviour can be achieved by influencing patients’ 
intentions (Coats, McGee, Stokes and Thompson, 1995, p. 97). This is especially tme in 
the context of cardiac rehabilitation, whereby identifying patients with as well as 
without intentions to attend recommended rehabilitation programmes, could be an 
important step in achieving the goals of CRP.
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2.1.3 Anxiety and depression
The role of emotions in the aetiology of and recovery from CHD has received increased 
attention in the psychological as well as medical literature in the last decade. Some 
studies in cardiac psychology have looked at the role of negative affects, specifically 
anxiety and depression, in the aetiology of CHD (e.g. Kubzansky et. al., 1997; Steeds 
and Channer, 2000). Many others, on the other hand, have looked at the role these 
emotions play in the process of recoveiy from CHD (e.g. Bennett et. al., 1999; Fielding, 
1991; Frasure-Smith et. al., 1995a; 1995b,).
Definitions and conceptualisations of anxiety and depression vaiy, depending on the 
theoretical background adopted. For example, some conceptualise anxiety as a trait, 
implying a stable, enduring temperament, while others define it as a state, suggesting 
that anxiety is an emotional reaction to specific situations (Spielberger, Gorsuch, 
Lushene, Vagg and Jacobs, 1977). Anxiety here is defined as a ‘future-oriented negative 
affective state resulting from perceptions of threat, characterised by a perceived 
inability to predict, control, or obtain desired results in upcoming situations’ (Barlow, 
1988). Similar complications arise in defining depression, due to the nature of the 
affect; it covers a wide variety of ‘states of misery, ranging from grief at loss to 
demoralisation resulting from a painful illness’ (Snaith, 1987). Fuithennore, there is a 
need to distinguish between mild depressions and more severe ones (Snaith, 1987). For 
the puiposes of this review, depression is ‘symptoms related to the lack of positive 
moods, appetite or motivation disturbance, difficulties in concentrating and a sense of 
helplessness’ (Fielding, 1991), usually resulting from a traumatic incident. In short, for 
the purpose of this review, anxiety and depression are conceptualised as states, rather 
than traits, encompassing affective, cognitive and behavioural components.
Both anxiety (Kubzansky et. al., 1997) and depression (Anda, Williamson, Jones, 1993; 
Sullivan et. al., 1997) have been shown to act as potential risk factors for the 
development of the disease. Kubzansky’s and colleagues’ (1997) systematic review of 
the relationship between anxiety and the incidence of and mortality from CHD revealed 
that chronic anxiety acted as a risk factor by influencing health-care behaviours, 
increasing the risk of hypertension and triggering fatal cardiac events. In short, this
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review provides evidence that anxiety may increase the risk of developing heart-related 
complications, even leading to fatality.
In addition to acting as potential risk factors for coronary disease, negative affects are 
also common reactions to the illness. Diagnosis of CHD may exacerbate existing 
negative affects or it may result in the onset of anxiety and/or depression. Studies have 
shown that anxiety and depression are highly prevalent among patients immediately 
following cardiac events and, more disturbingly, after discharge from the hospital 
(Bennet et. al., 1999; Fielding, R., 1991; Schleifer et. al., 1989). For example, between 
40% to 50% of MI patients report moderate to severe levels of anxiety while in hospital 
(Lloyd and Cawley, 1979; Thompson, Webster, Cordle and Sutton, 1987) while 
approximately 16% manifested symptoms of anxiety up to one year following their 
illness (Crowe et. al., 1996). Other studies of depression following MI have also shown 
similar patterns of prevalence: one study showed that 20% of patients experience 
moderate to severe levels of depression immediately following an MI diagnosis 
(Trelawny-Ross and Russell, 1987). Another study showed that up to 45% of MI 
patients met the diagnostic criteria of minor and major depression in the hospital, while 
33% of patients continued feeling depressed three to four months after the initial 
assessments (Schleifer et. al., 1989). Crowe and colleagues (1996) found that symptoms 
of anxiety, but not those of depression, were prevalent among 785 MI patients assessed 
in the hospital and a year after diagnosis. Meanwhile, Chiou and colleagues (1997) 
found that negative affect among Taiwanese MI patients was lower compared to the 
levels of anxiety and depression reported by cardiac patients in Western samples.
Many cases of anxiety and depression go undetected and untreated in patients diagnosed 
with CHD. About one third of surviving cardiac patients continue to experience 
depression long after discharge from hospital (Fielding, 1991). More disturbingly, 
depression has been found to predict cardiac-related mortality (Frasure-Smith et. al., 
1995). Barefoot and colleagues (1996) found an 84% greater risk of cardiac mortality 
five to ten years following diagnosis of CHD among patients with high baseline 
depression compared to non-depressed patients. Evidence linking anxiety and cardiac- 
related mortality is less widely cited, although there is evidence that anxiety triggers
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coronaiy events through plaque rupture or thrombosis that could lead to new cardiac 
events (Denollet, Sys and Brutsaert, 1995) and fatality (Kubzansky et. al., 1997).
Studies looking at the relationship between negative affect and the psychosocial 
outcomes of CHD have revealed several interesting patterns of findings. For instance, 
anxiety and depression have been found to be significantly related to functional status 
(Steffens, Connor, Jiang et. al., 1999), engagement and return to work (Cay and Walker, 
1988; Havik and Maeland, 1990; Schleifer et. al., 1989) and quality of life (Conn et. al., 
1991).
One prevalent pattern of findings in the literature is the debilitating role negative affect 
plays in patients’ level of physical and role functioning following discharge from the 
hospital (Sullivan, LaCroix, Baum et. al., 1997; Sullivan, LacCroix, Russo, Swords, 
Somson and Katon, 1999; Sullivan, LaCroix, Spertus and Hecht, 2000; Steffens et. al.,
1999). Steffens and colleagues’ (1999) study (N = 335) found that, when controlling for 
age, gender and medical severity, the presence of major depression was associated with 
patients’ functional status. Depressed patients, when compared to non-depressed 
patients, assessed by the Duke Depression Evaluation Schedule, were less likely to 
perform daily household chores, social and physical activities (93% vs. 71%). They 
were also less likely able to perforai activities of daily living (e.g. eating, bathing and 
dressing). In a different analysis, the study found that the prediction of lack of self­
maintenance significantly increased when depression was added into the equation (from 
r 2 = .13 without depression vs. R^ = .14 with depression). This relationship is cross- 
sectional, however. As the authors noted, the relationship may imply that depressed 
patients may be more functionally impaired than non-depressed patients because of 
their depressive symptoms. It was also further stressed that the association between 
depressive symptoms and functional status may not necessarily imply a clinical 
relationship; that depressive symptoms and functional status may be two conditions, 
each with its own course (Steffens et. al., 1999).
There is, however, evidence that depression may have a causal relationship with 
functional status among surviving cardiac patients. Sullivan and colleagues (1997,
1999, 2000) conducted prospective studies that provide some evidence of the possible
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causal relationship between negative affect and physical and role functioning. In their 
first study, Sullivan and colleagues (1997) found that anxiety and depressive symptoms 
affect physical and role functions for the following one year among cardiac patients 
undergoing angiography. Their second study (N = 157) found that patients with minor 
as well as major depression (N = 47), as assessed by the Hamilton Depression Rating 
Scale, were significantly more functionally impaired at baseline and at one-year follow- 
up than non-depressed patients (N = 110) (Sullivan et. al; 1999). Interestingly, anxiety 
and depression continue to have effects on physical and role functioning in the same 
cohort of cardiac patients over a five-year period (Sullivan et. al., 2000). In short, these 
studies provide prospective evidence that depression is associated with decreased 
capacity for physical as well as role functions among cardiac patients. It has been noted 
by the authors, however, that the sample size was relatively small and thus may have 
exaggerated the predictive relationship between depression and functional status.
Another pattern reported in the literature is the relationship between affect and health- 
related behaviours, namely self-care behaviours (Conn et. al., 1991) and adherence to 
treatment regimens (William et. al., 1986). Among older cardiac patients (N = 94), less 
depression as measured by The Profile of Mood States scale, was significantly 
associated with patients’ attempts to modify their diet (R2 == .17), reduce their smoking 
(r 2 = .15) and exercise (r 2 = .21) one year following their illness. In addition, 
depression accounted for 49% of the variance in quality of life scores. Interestingly, 
however, anxiety failed to predict these self-care behaviours. Bennet and colleagues 
(1999) also found similar relationships; positive affect, assessed by the Global Mood 
Scale (Denollet, 1993), was significantly related to frequency of exercise after 
controlling for baseline exercise levels (r = .42). However, anxiety and depression, as 
assessed using the Hospital Anxiety and Depression scale (Zigmond and Snaith, 1983), 
were not associated with these same outcomes, suggesting a possible lack of 
compatibility in the assessments tools used. These findings show that general moods, 
rather than specific affects such as anxiety or depression, may be a better predictor of 
diet and exercise behaviours. A possible explanation for Bennet et. al.’s (1999) findings 
may be due to the study’s small sample size (N = 43). Further studies assessing both 
general moods and specific affects are needed to support this contention.
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Despite evidence of the relationship between negative affect and self-care behaviours, 
questions arise as to how severe anxiety and depression must be to affect functional and 
psychological outcomes. These questions came about as a result of the failure to 
replicate or confirm the findings cited above. For example, Ahem, Gorkin and 
Anderson (c.f. Crowe et. al., 1996) found no association between symptoms of anxiety 
and cardiac outcomes in the Cardiac Arrhythmia Pilot Study. Crowe and colleagues 
(1996), on the other hand, found that only anxiety was prevalent in hospital patients (N 
= 785), whereas depressive symptoms were rare.
Sullivan and colleagues (1999), using the Diagnostic Interview Schedule for DSMIII-R, 
provide evidence that both major and minor depressive symptoms are associated with 
decreased capacity for functioning in those with cardiac disease. Both groups of patients 
were significantly more functionally impaired at baseline and at one-year follow-up 
than those with no depression [F(l,130) = 10.79 and F(l,121) = 9.66, for minor and 
major depression, respectively]. However, no significant differences were obtained 
between the major and minor depressive symptoms groups in the functional outcomes 
[F(l,39) = .008]. These findings lend support to the hypothesis that the existence of 
negative affect and/or mood, regardless of level, has debilitating effects on illness 
outcomes.
There are several possible mechanisms by which negative moods, including anxiety and 
depression may impair functional capacity and self-care behaviours in cardiac patients. 
One such mechanism is via increased fear of recunent cardiac symptoms. Anxious 
and/or depressed patients may be more likely to believe that the resumption of physical 
functions would precipitate further heart-related complications, thus are less willing to 
engage in such behaviours. For example, walking outside the home or doing household 
chores may lead to awareness of palpitations, breathlessness or even chest pains in those 
patients who are already anxious and/depressed. This pattern is consistent with the 
literature showing that anxiety and depression are associated with multiple complaints 
of minor and major physical illnesses (Frasure-Smith et. al., 1995a). Another possible 
mechanism is motivational. A typical symptom of anxiety and depression is the loss of 
interest in canying out daily activities. Finally, the relationship between negative affect 
and functional status and self-care behaviours may be a function of cognitive processes
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such as pessimism. Pessimistic views may mediate the effect of patients’ emotions on 
functional outcomes. Patients who are anxious or depressed may experience distortions 
of thoughts, hopes and feelings toward their future, which in turn, impede health-care 
and self-maintenance behaviours.
There is also a suggestion that negative affect, namely depression, should not be 
categorised exclusively as a risk factor for CHD alone or as a reaction to the cardiac 
disease. Such narrow categorisation may result in the failure to obtain significant 
relationships between negative affect and outcomes from CHD. Fielding (1991), for 
example, identified at least three categories of depressive symptomatology manifested 
by MI patients: firstly, depression before diagnosis of MI, which could intensify during 
hospitalisation. The next categoiy constitutes patients with a history of cardiac illness, 
and who, on readmission with suspected cardiac symptoms are more likely to report 
depressive symptoms. The final category defines depression as a reaction to the 
hospitalisation process, and not to the illness per se; these transient depressive reactions 
are characterised by patients who are non-depressed first time admissions for CHD 
(Fielding, 1991). In summary, a plausible reason that could account for the lack of 
relationship between negative affect and adaptation to CHD in some studies may be 
attributed to the means by which affective symptoms are conceptualised and assessed. It 
is important to identify the nature of depressive symptoms manifested and/or reported 
by patients. The symptoms reported in hospital may reflect pre-existing depression or 
they may be reaction to hospitalisation and illness; hence the importance of prospective 
studies.
In short, despite inconsistencies in the patterns of findings reported in the literature, a 
majority of studies have shown that anxiety and depression are important deteiminants 
of recovery fi'om CHD. Anxiety and depressive symptoms have vaiying but significant 
effects on daily functioning and health care behaviours and subsequently, long-term 
adaptation to CHD (Heller, Lim, Valenti and Knapp, 1997; Kubzansky et. al., 1997, 
1999; Sullivan et; al., 1999). They may also act as independent risk factors for 
prognosis of patients with CHD over and above disease severity (Melamed, Hemti, 
Shiloh, Zeidan and David, 1999; Steeds and Channer, 2000).
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2.1.4 Future beliefs and expectancies
Beliefs and expectancies of the future refer to ‘subjective probabilities and subjective 
values for positive or negative events in one’s personal life’ (Wenglert and Rosen,
2000). Optimism or positive expectancies and pessimism or negative expectancies are 
important concepts in the processes of estimating modifiability and consequences of an 
illness (Ritvo et. al., 1999; Scheier and Carver, 1987). Actions are greatly influenced by 
the expectations about the consequences of those actions. Optimistic expectations are 
more likely to be associated with adaptive coping behaviours and positive health status, 
whereas negative expectations are more likely to be associated with maladaptive coping 
and poor health status (e.g. Abdel-Khalek, 1998; Stoddard, 1995; van-Doom, 1999). 
Moreover, optimism has also been found to be associated with beliefs in internal control 
whereas pessimism to be related to beliefs in chance (Vinck, Weis, Arickx and Vinck,
1998).
Scheier and Carver (1987 and 1992) conceptualise dispositional optimism as global and 
relatively stable across time. They view optimism and pessimism as opposite ends of 
the same dimension. Others, however, view optimism and pessimism as two related but 
different constmcts (Myers and Steed, 1999). Myers and Steed’s (1999) review reported 
that the correlation between optimism and pessimism ranges from between -0.02 to - 
0.57. Their review also reports that optimism and pessimism conelated differently with 
different measures; these two constmcts have also been found to contribute unique 
variance to different measures. Some recent findings provide support for this distinction 
(e.g. Abdel-Khalek, 1998; Mroczek, Spiro, Aldwin, Ozer et. al., 1993; Robinson, Kim, 
MacCallum, and Kiecolt, 1997; Sultan and Bureau, 1999).
Measures developed to assess future expectancies differ in orientation, depending on the 
aim of assessment. The Helplessness Scale (Beck, Weismann, Lexter and Trexler,
1974), for example, is used to assess clinical severity of hopelessness, whilst The Life 
Orientation Scale (Scheier and Carver, 1985) is used to assess individual’s general 
future beliefs and expectancies. Work on healthy individuals show that people tend to 
be optimistic and believe more positive than negative things will happen to them 
(Wenglert and Rosen, 2000). Optimism is also correlated with fewer reported physical 
symptoms (Scheier and Carver, 1985). Optimism has also been associated with
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variables such as self-efficacy and anger expression; with optimism positively related to 
self-efficacy and negatively associated with anger expression (Ausbrooks, Thomas and 
Williams, 1995). There is also a suggestion in the literature that future expectancies are 
a function of cultural identity. For example, Chang (1996) found that Asian American 
students (N = 111) were more pessimistic than Caucasian American students (N = 111). 
Further analyses revealed that lack of optimism predicted more depressive, 
psychological and physical symptoms for Asian Americans whereas lack of pessimism 
predicted two of the three health outcomes for Caucasian Americans. In another study 
comparing Ghanaian and American students, the results show that the former reported 
less hopelessness and were more optimistic of their future compared to the latter 
(Eshun, 1999).
There is a growing body of research looking at the role future expectancies play in 
health behaviours and illness outcomes. Health optimistic individuals are more likely to 
report better physical and role adjustment to their illness (Brenner, Melamed and 
Panush, 1994), demonstrate greater adherence to health care recommendations 
(Leedham, Meyerowitz, Muirhead and Frist, 1995) and show more favourable physical 
recovery (Caiwer, Pozo, Hanis et. al., 1993). Patients who are optimistic of their future 
following their illness are more likely to report less negative moods across different 
illness conditions (e.g. Brenner, et. al., 1994; Carver and Gaines, 1987; Myers and 
Steed, 1999). A study looking at the effects of optimism and pessimism on ambulatory 
blood pressure and mood in everyday life found that pessimistic and anxious adults had 
higher blood pressure levels and experienced more negative moods compared to 
optimistic individuals (van-Doom, 1999). Epping and colleagues (1999) found that low 
dispositional optimism predicted symptoms of anxiety and depression at diagnosis and 
again at six months in a sample of 80 women with Stage I - Stage IV breast cancer. 
Further analyses revealed that the relationships at both time points were partially 
mediated by the use of emotion-focused disengagement coping.
Studies looking specifically at optimism/pessimism within the context of CHD are 
limited. However, the findings suggest the important role future expectancies play in 
affecting the outcomes of cardiac-related outcomes. For example, Scheier and 
colleagues’ (c.f. Scheier and Carver, 1992) investigation on CABG patients over a five-
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year period found that optimistic patients fared better psychologically than pessimistic 
patients; independent of severity of illness and extent of surgeiy. The foimer reported 
lower hostility and depression pre-surgically and better quality of life six months after 
the surgery compared to pessimistic patients. Optimism continued to be an important 
prospective predictor of subjective well-being five years post-surgery. Ben-Zur and 
colleagues’ (2000) study on 171 post CABG patients found that pessimism was 
associated with ineffective emotion-focused coping strategies and low functional 
capacity. It was also associated with anxiety and negative mood states. Meanwhile, 
Fitzgerald and colleagues (1993) found that the relationship between optimism and 
well-being was not as straightfoiward in their sample of CABG patients (N = 49). They 
reported that although optimism was positively associated with appraisals of quality of 
life eight months post-surgeiy [F(l,47) = 4.54, p <.05], independent of medical severity, 
the relationship was significantly reduced when perceived control variables were 
included in the prediction. The latter finding suggests that optimism may be a function 
of perceived personal control and/or other similar coping strategies associated with 
positive illness outcomes.
Further research is needed, taking into account variables such as coping strategies, 
control self-beliefs, as well as psychosocial variables such as cultural identities and 
social support. In short, these findings reveal the significance of looking at optimism 
and pessimism within the illness context. The relationships between these constructs 
and illness outcomes have important implications in illness intervention programmes. 
Counselling programmes, for example, could help pessimistic persons to think more 
positively about their illness.
2.1.5 Coping styles
One of the psychological factors that has been found to buffer or mediate distress 
following a traumatic event (e.g. heart attack), is coping. Studies on coping with CHD 
show vaiying findings, with different strategies influencing different CHD outcomes 
(e.g. van Elderen, Maes and Dusseldoip, 1999; see Livneh, 1999).
Research on coping evolved fiom Lazarus’ work on stress (Lazarus, 1966; Lazarus and 
Folkman, 1984). It is defined as the thoughts and actions people use to manage stressful
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events. Typically, coping strategies are categorised either as problem-focused or 
emotion-focused coping. The fbimer is aimed at problem-solving or taking action to 
eliminate or manage the source of stiess, while emotion-focused coping is aimed at 
reducing or managing the emotional distress associated with the stressful event 
(Folkman and Lazarus, 1985; Caiwer, Scheier and Weintraub, 1989). In most stiessful 
circumstances, a majority of people utilise both types of strategies, with varying success 
(Folkman and Lazams, 1980; Livneh, 1999).
Studies on coping and illness have revealed variation in the extent to which coping 
styles influence emotional and physical outcomes. The differences among findings can 
be attributed to the way coping is conceptualised and assessed. Some conceptualise 
coping as dispositional, suggesting that coping is consistent across the type and level of 
stress experienced. Dispositional coping is characterised by the coping styles approach, 
generally described in temis of dichotomy such as approach/avoidance, 
denial/acceptance and active/passive (Cohen, 1987; Cohen and Synies, 1985). Others 
conceptualise coping as contextual, changing in type and intensity, depending on the 
nature and severity of stress experienced (Lazams, 1993). Contextual coping suggests 
that different combinations of stiategies may be effective for different individuals under 
different stressful circumstances. Evidence supporting and contradicting both 
approaches is widely reported in the literature (e.g. Livneh, 1999). In general, the two 
approaches are seen as complementary, each approach has its own strengths and 
weaknesses in explaining adaptation to stressful events (Holahan et. al., 1996).
Among the most prevalent form of coping mechanism adopted by cardiac patients is 
denial. Denial is used as a defence mechanism to assuage serious panic reactions and to 
control the oveiwhelming emotional distress following a coronary event. Research has 
shown that denial is not necessarily detrimental; patients who most effectively denied 
the severity of their illness were more likely to survive the first days of intensive care 
(Kiantz, 1980). However, the long-teim effects of denial are neither as positive nor as 
clear (Krantz, 1980; Livneh, 1999). Several studies have reported the positive role 
denial has on physical functioning and activities, emotional adaptation (Havik and 
Maeland, 1988) and general psychological symptomatology (Billing, Lindell,
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Sederholm and Theorell, 1980) and psychopathology (Garcia-Esteve, Valdes, Riesco, 
Jodar and Deplores, 1992).
On the other hand, some other studies have shown that patients who continued denying 
their illness were less likely to comply with the medical regimen and were more likely 
to be hospitalised for another MI (Levine, Warrenbeurg, Kerns, Schwartz, Delaney and 
Fontana, 1987). They were also more likely to be depressed and distressed (Ades, 
Waldmann, McCann and Weaver, 1996; Keltikangas-Jarvinen and Jokinen, 1989).
Similar findings have also been obtained for avoidance coping, van Elderen and 
colleagues’ (1999) study (N = 278) found that avoidance coping was positively 
correlated with well-being and negatively coiTelated with anxiety following the onset of 
a CHD. These findings are, however, cross-sectional. Longitudinal analyses have 
revealed a different pattern of relationships between coping styles used and illness 
outcomes. Avoidance was no longer significantly associated with well-being and 
anxiety at 3 and 12 months following illness, suggesting that avoidance, like denial, 
does not positively influence psychological adaptation in the long run (van Elderen et. 
al., 1999). These findings supported earlier meta-analysis work conducted by Suis and 
Fletcher (1985), showing that avoidant coping was beneficial in the short run whilst 
more active coping was effective long tenn.
Some studies found that denial is not necessarily prevalent among those hospitalised 
with cardiac disease. Thomas, Shappington, Gross, Norman, Friedman and Lynch
(1983) found that patients discussed their illness more frequently than denying it. This 
finding suggests that when given the opportunity to do so, patients would appraise and 
evaluate the stressful event associated with their illness. Acceptance of illness 
immediately following a heart attack was associated with healthier mental and 
emotional adjustment (Scherck, 1992). Acceptance enabled patients to engage in 
reappraisal of events during the first three days following their hospital admission. 
Although some view acceptance of illness as suggestive of being pessimistic or 
hopeless, others view acceptance as a healthy coping strategy (Schussler, 1992). One 
plausible reason that could account for such inconsistencies in findings is the method 
used to assess coping. Thomas and colleagues (1983) used interviews whereas others
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have used self-report questionnaires. Intei*views may yield more meaningful 
infoimation because of their open-ended nature. In short, findings on the prevalence and 
effects of denial on adaptation to CHD are mixed and depend, in part, on the time of 
assessment and the methods used.
Denollet and De Potter (1992), Scherck (1992) and Van Elderen and colleagues (1999) 
showed that different forms of problem-focused coping and active approach coping are 
more adaptive for CHD patients. Approach-oriented coping predicted lower levels of 
depression and lower levels of anxiety as well as higher levels of positive well-being 
(Holahan, Holahan, Moos and Brennan, 1997; Van Elderen et. al., 1999). Livneh’s 
(1999) review further indicated the effectiveness of problem-focused and active coping 
styles in influencing patients’ psychosocial adaptation; emotion-focused and non-active 
coping styles were shown to be less effective and/or beneficial. Differences in the 
effectiveness of coping styles and emotional adaptation to cardiac illness are illustrated 
by Van Elderen’s and colleagues’ (1999) study. Their findings revealed that although in 
the short term, avoidance coping was beneficial to patients’ emotional well-being, the 
use of approach coping significantly predicted lower levels anxiety and depression 
among cardiac patients in the months following discharge from the hospital.
As mentioned earlier, the use of affective or emotion-focused coping has yielded less 
positive findings. Several studies suggest that emotion-focused coping is closely 
associated with pessimistic views (Abdel-Khalek, 1998; Stoddard, 1995); it mediates 
the relationship between low dispositional optimism and negative affect (Epping et. al., 
1999). Other studies found that patients utilising affective coping fared less well 
psychologically following discharge from hospital compared to those who reported 
using problem-solving. The foimer was associated with increased anxiety and 
depression; it was also predictive of disruption to social and role functioning (c.f. 
Livneh, 1999). Ben-Zur and colleagues (2000) reported that in their sample of 171 post 
CABG patients, psychological distress and low functional capacity was associated with 
pessimism and emotion-focused coping strategies.
However, not all forms of emotion-focused coping are maladaptive. Seeking support, 
for one, has been found to have positive effects on patients’ emotional well-being
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(Holahan et. al., 1997, King, 1985, Schwarzer and Lepin, 1991). Carver and colleagues 
(1987) distinguished between seeking instrumental support and seeking emotional 
support. The former describes coping that involves seeking advice, assistance or 
infomiation regarding the sti'ess at hand, meanwhile the latter concerns getting moral 
support, sympathy and understanding from family and friends. Although these coping 
styles are distinguished conceptually, it has been suggested elsewhere that they often 
exist simultaneously (Carver et. al., 1987). There is also evidence that instrumental 
support and emotional support are differentially associated with different health 
variables. Z iffs (1995) study (N = 1185), for example, found that instrumental support 
was an important predictor of health-related quality of life when provided by 
professionals whereas emotional support was a significant predictor of health-related 
quality of life when provided by family and friends.
The conceptualisation of seeking support as a coping mechanism, either instrumental or 
emotional, evolved fr om work on social support. Social support has been defined as 
‘resources provided by others’(Cohen, 1987; Cohen and Syme, 1985). Emotional, 
informational or tangible social support is implicated in both the aetiology of (Eriksen, 
1994; Gerin, Pieper, Levy and Pickering, 1992; Orth-Gomer, Rosengren and 
Wilhelmsen, 1993) and recovery from CHD (Waltz, Badura, Pfaff and Schott, 1988) 
and cardiac-related psychological distress (Baum and Singer, 1987). However, the 
definition and assessment of social support are still being debated in the literature.
According to Cohen and Syme (1985), social support either directly enhances health 
and well-being irrespective of stiess level (a direct effect) or it protects individuals from 
the debilitating effects of stressfril events (a buffering effect). There is some evidence in 
the literature that in the context of recovery fr om CHD, social support, specifically 
spouse support, aids in alleviating emotional distress both in the short term and long 
after discharge from the hospital (Waltz et. al., 1988, Yates, 1995). Ell and Haywood
(1984) further reported that receiving family support, confiding in family and friends 
and receiving understanding from others aided in alleviating depression and anxiety in 
patients with major coronary events six months after initial hospitalisation. However, a 
number of other studies failed to replicate the positive relationship between spouse 
support and recovery from CHD (Hilbert, 1985).
48
The discrepancy in findings suggests the need to distinguish between perceived support 
received and support sought. Some work in this area revealed that the quality of support 
received is dependent on the perception of the individual patient, for individuals differ 
in what they perceive as adequate and appropriate support. Some may perceive support 
irrelevant, even obsti'ucting their rehabilitative efforts, hence do not deem seeking 
support as necessaiy, whereas others may perceive support important in their attempt to 
manage the stress associated with the illness at hand (Ell and Haywood, 1984). For 
example, Connell and D’Augelli (1990) found that patients who rated favourably the 
support received, reported better psychosocial adaptation to their illness. Patients who 
were not satisfied with the support they received fared less well. A conclusion derived 
from these findings is that in order to maximise the benefits of social support, there is a 
need on the part of patients to actively develop, mobilise and maintain the type and 
amount of social support they want (e.g. Ell and Haywood, 1984; Schroeder, 
Schawarzer and Koertz, 1998).
Research evaluating seeking support as a coping mechanism in rehabilitation from CHD 
is quite scarce, although there is evidence on the prevalence of seeking support as a 
coping strategy, both in the hospital (Schroder et. al., 1998; Shih, Meleis, Yu, Hu, Lou 
and Huang, 1998) and at home (Davidson, 1996; King, 1985). A few studies have 
looked at the possible role of seeking support as a direct predictor of psychological 
prognosis (Davidson, 1996) and also as a mediator in the rehabilitation process 
(Schroder et. al., 1998). Davidson’s (1996) longitudinal study (N = 101) on social 
support and depressive symptoms among MI and CABG patients revealed that 
perceived emotional support acted as an independent predictor of depressive symptoms 
six months after patients’ cardiac events, over and above demographic and other 
contextual variables. In another prospective study, covariance stiucture analysis 
revealed that seeking support, which was positively associated with perceived self- 
efficacy, was adaptive for CABG patients (Schroder et. al., 1998). This suggests that 
seeking support as a coping mechanism interacts with other (inter)personal constiiicts in 
influencing illness outcomes. In short, the available work points to the benefits of 
seeking support in alleviating emotional distiess, namely depression.
49
One form of coping closely associated with the concept of support is turning to God 
and/or religion. Caiwer and colleagues (1989) defined this coping as ‘the tendency to 
turn to religion in times of stress’. Religion in the context of illness provides social 
support to the patient, visible in the form of community support and non-visible in the 
foim of a relationship with supernatural power. It may also promote healthy behaviours 
(e.g. non-smoking or smoking cessation, prohibition of alcohol consumption or 
excessive alcohol intake), depending on the religion. Most importantly, religion 
provides a sense of meaning and coherence to the illness experienced. Turning to 
religion in times of stress may also be a way for positive reinterpretation and growth. 
Caiwer and colleagues (1989) suggested that adopting this coping stiategy is a way of 
managing stress. Armstrong’ (1999) study supported this contention. His study showed 
that spirituality moderated the relationship between sti'ess and coping, in that higher 
levels of spirituality were associated with higher levels of problem-focused coping and 
lower levels of emotion-focused coping and denial in the face of stress.
For the pui'pose of this review and subsequent empirical chapters, religious coping is 
conceptualised as indicative of religiosity and/or spirituality, although it has been noted 
that it is important to differentiate between religiosity and spirituality and religious 
coping (e.g. George, Larson, Koenig and McCullough, 2000; Thoresen, 1999).
The findings on religiosity and well-being are varied. Some have contended that 
religiosity is associated with irrational thinking and emotional disturbance (Ellis, 1980). 
Maltby and Day (2000) found that religiosity is closely associated with depressive 
symptoms, which in turn are significantly associated with lower scores on positive 
measures (e.g. self-esteem and problem-focused coping) and higher scores on negative 
measures (e.g. neuroticism and avoidance coping) among English college students. 
Kausar and Akram’s (1998) study (N = 120) comparing patients with terminal and 
nonterminal diseases showed that patients with terminal illness used more religious 
coping strategies and perceived less control of their illness and sought more emotional 
support than patients with nonteminal diseases. Fitchett and colleagues (1999) also 
failed to obtain positive relationships between religious coping variables and health 
outcomes in their longitudinal study on 96 medical rehabilitation patients.
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However, not all of the findings on the relationship between psychological well-being 
and religious variables are negative. A review of the literature reveals that the 
relationship between religion factors and outcomes of different illness conditions are 
more promising (e.g. Armstrong, 1999; Greene-Bush, Rye, Brant, Emery, Pargament 
and Riessinger, 1999; Muro, 1999; Pargament, Koenig and Perez, 2000). Fehrer and 
Maly (1999), for example, found that among elderly women newly diagnosed with 
breast cancer, religious beliefs, regardless of affiliation, provided patients with the 
emotional support needed to deal with their illness. Religious beliefs also provided them 
with social support as well as meaning to their cancer experience. Alferi and colleagues 
(1999) found differences in reports of distress post surgeiy among their sample of breast 
cancer patients. Among Catholic Hispanic women, greater religiosity and religious 
coping were associated with more distress at six and twelve months follow-up following 
diagnosis. In contrast, among Evangelical Hispanic women, both religiosity and 
religious coping were related to less distress post-surgery. Other studies reported that a 
positive relationship exists between a person’s religion/spirituality and positive mental 
and emotional well-being (Ell, Mantell, Hamovitch and Nishimoto, 1989 and Fehrer 
and Maly, 1999), as well as physical well-being (see Levin and Vanderpool, 1991 for 
detailed review).
The religious coping constinct has been extensively studied by Pargament (1997) and 
colleagues (1998, 1999, 2000). Their earlier studies reveal that religious coping (i.e. 
turning to God, increased frequency of prayers) was significantly associated with 
positive mental as well as physical outcomes in their patient sample. Pargament (1997) 
conceptualised religious coping as multidimensional including both positive and 
negative stiategies; self-directing style, defemng style and collaborative style. Self­
directing and collaborative coping are conceptualised as positive coping whereas 
defemng coping is negative. A later study on chronic patients (N = 61) supported the 
multidimensionality of religious coping (Greene-Bush et. al., 1999). After controlling 
for demographic variables, findings revealed that positive coping strategies were 
associated with positive affect whereas negative religious coping were not associated 
with outcome variables. Corbett (1999) reported somewhat different findings in her 
sample of 116 African American women. The study found that self-directing religious
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coping style was positively related to perceived stress and depression. In contrast, the 
collaborative and deferring religious coping styles were negatively related to perceived 
stress and depression, suggesting that the self-directing religious coping style was not 
the most advantageous religious coping style for this sample.
The religious coping styles proposed by Pargament (1988) have been extended to 
include several other ways of coping. Wong and Gorsuch (2000), for example, proposed 
a surrender style. It is “not a passive waiting for God to take care of everything but 
rather it entails an active choice to relinquish one’s will to God’s mle”. Their initial 
findings on this sub-construct indicated that it was internally reliable (0.94), and it was 
positively coiTelated with greater spiritual well-being and intrinsic motivation.
Recently, Pargament, Koenig and Perez (2000) developed and validated the RCOPE 
measure, used to assess the full range of religious coping methods, both positive and 
negative. The positive methods include religious forgiveness, seeking spiritual support 
whilst the negative methods include spiritual discontent and punishing God’s 
reappraisals. Initial findings reveal that religious coping accounted for significant 
unique variance in measures of adjustment (e.g. physical health, mental health and 
emotional distress) after controlling for demographic and other religious measures (e.g. 
frequency of prayer and church attendance).
Research on religiosity and religious coping in the context of CHD has yielded similarly 
varied findings. In probably the first study of its kind, Croog and Levine (1972) looked 
at the relationship between having an MI and patients’ values attached to religion. They 
found that having a heart attack did not effect patients’ levels of religiosity or 
attendance at religious services, although some patients reported a strengthening in 
positive beliefs and feelings about religion after their heart attack. A limitation of this 
study is the failure to assess patients’ initial strength of religious beliefs (Croog and 
Levine, 1972). More recently. King and colleagues (1999) found that strength of 
religious belief was lower in patients who were in a more serious state of clinical 
condition at admission [F(2, 192) = 3.09]. Moreover, patients with stronger spiritual 
beliefs were twice as likely to remain the same or get clinically worse six months after 
admission (OR = 2.3, Cl = 1.1 - 5.1); religious beliefs were more predictive of illness
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outcomes than physical state assessed by clinicians or self-reported psychological state 
(OR = 2.5, Cl = 1.2 - 5.2). As noted by the authors, several reasons could account for 
these patterns of findings. One explanation offered was that people who were seriously 
ill might be expected to find their faith more salient than others with less serious 
conditions. Severity of illness may subsequently lead to poorer outcomes.
On the other hand, several other studies have shown positive relationships between 
religious variables and illness outcomes. For example, religion and/or religious coping 
is associated with better health and longer survival after heart transplant (Harris, Dew 
and Lee, 1995), decreased mortality from cardiac-related surgeries (Oxman, Freeman 
and Manheimer, 1995), maintenance of blood pressure (Levin and Vanderpool, 1987) 
and reduced risk of both fatal and non-fatal re-infarction (Thoresen, 1990). A study 
conducted by Woods and Ironson (1999) on medically ill patients (e.g. cardiac, cancer 
and HIV; N = 60) found that patients who considered themselves religious or spiritual 
indicated that their beliefs influenced their participation in a variety of health-related 
behaviours.
Differences in the patterns of findings cited above can be attributed to several factors. 
For one, most of the work done is cross-sectional in design. Any relationship obtained 
between religious variables and illness outcomes does not necessarily imply causality. 
For example, a possible reason why people with stronger spiritual beliefs appear to do 
less well clinically may be because they are more vulnerable in some physical or 
psychological sense (King et. al., 1999). Another plausible reason may be attributed to 
the lack of consensus on the measures used to assess religion variables. The discrepancy 
in assessment methods is attributed to the absence of a solid theoretical background 
upon which these concepts were fomiulated (Maltby and Day, 2000). For one, 
assessments of religiosity or religious coping are usually based on two to three-item 
scales (Thoresen, 1999), relying on questions on religious affiliation or fr equency of 
church attendance. New measures using qualitative strategies (e.g. case studies and 
focus groups) and quantitatively measured constmcts have been proposed (Jenkins and 
Pargament, 1995) and developed (Pargament et. al., 1988; 2000).
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Another issue that needs to be taken into account is religious affiliation (Thoresen,
1999). Distinctions need to be made between religious groups. For example, Tix and 
Frazier (1998) found that religious affiliation moderated the effects of religious coping 
and adjustment among patients undergoing kidney transplant. Furthermore, different 
religious affiliations have different forms or rituals that characterise ‘religiosity’. For 
instance, Christians who attend the church once a week would be considered religious; 
on the other hand, Muslims who do not pray five times a day would not consider 
themselves religious. There is also a need to distinguish between the concept of 
religiosity and that of spirituality; some studies have shown that people consider 
themselves more religious than spiritual and vice-versa (Woods and Ironson, 1999); 
being more of one than the other may yield more positive illness outcomes. More 
recently, suggestions have been made to categorise religiosity into extrinsic religious 
orientation and intrinsic religious orientation; each dimension has different impacts on 
outcome variables (Jackson and Coursey, 1988; Maltby and Day, 2000).
In short, although findings on the relationship between religious variables and illness 
outcomes vary, the body of evidence available suggests a positive influence of religious 
coping on recoveiy from CHD. Extensive studies, which control for possible mediating 
or confounding variables that could explain illness outcomes, are needed to confirm the 
available findings. More importantly, research needs to take into account ethnic as well 
as cultural variables in the study of religion and illness.
To recapitulate, findings on coping in the context of CHD revealed that coping should 
be looked at in the context in which it occurs. Different coping styles yield different 
outcomes; some of these coping styles are effective when dealing with some illness 
conditions, while others are not as beneficial. In addition, more work is needed to 
address the issues in assessing coping; much of the concern lies with the limited validity 
of the psychometric tools available. Conceptual deficits in terms of generalisability, 
stability and dimensionality still exist (Schwarzer and Schwarzer, 1996); making it hard 
to draw conclusions on the exact role coping plays in rehabilitative efforts for physical 
illness, particularly CHD. Lastly, much of the work done is cross-sectional, thus no 
causal or mediational relationships can be concluded. However, provisionally, the 
findings show that in general, problem-solving and active-oriented patterns of coping
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are associated with long-term healthy adjustment among those recovering from heart 
disease.
2.1.6 Locus of control
Control is a consti uct widely researched in the context of health behaviours and 
physical illness (e.g. Jacox, 1996; Marshall, 1991). It refers to individual perceptions of 
the control they have over their life and environment in influencing their situation 
and/or condition. One such belief is health locus of control; the extent to which 
individuals perceive health and illness-related issues to be within their control (Wallston 
and Wallston, 1984).
The health locus of control concept was developed based on the framework of Rotter’s 
social learning theory (1954). Rotter (1966) conceptualized the locus of control 
construct as generalized expectancy beliefs; beliefs about individuals’ perceived 
relationship between their behaviours and experienced outcomes. Initially, Rotter 
(1966) operationalized these beliefs along the following dimensions: internal and 
external. Internal generalized expectancy or locus of control beliefs refer to the 
perceptions that events are a consequence of the individual’s own actions and hence, 
under personal control. External locus of control beliefs refer to the perceptions that 
events that happen are beyond personal control; events that happen are not related to an 
individual’s own behaviours. The main assumption of the health locus of control 
concept is that individuals with an internal orientation of control are more likely to 
perform health recommended actions, which in turn, result in better health, whilst those 
who believe that control over their health is beyond them are less likely to engage in 
health-promoting behaviours.
This assumption has led to the hypothesis that locus of control is a significant predictor 
of health behaviours, with those with a strong internal locus of control being more 
likely to have better health status compared to those without. There is evidence 
supporting the positive role of internal locus of control on health behaviours in the 
literature. For example, one study found that people with an internal locus of control 
tend to have more knowledge about their disease and perform self-care behaviours to a 
greater extent (Wassem, 1991). They are also less likely to experience debilitating
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functional status in the long term (Wallhagen, Strawbridge, Kaplan and Cohen, 1994). 
Norman, Bennett, Smith and Murphy’s (1999) study on a representative sample of 11 
632 found further support for the positive association between internal control and key 
lifestyle indicators (e.g. non-smoking, exercise and diet); people with high internal 
scores performed the most health behaviours.
However, not all studies found significant relationships between internal locus and 
illness outcomes . One study (N = 580) failed to find any significant relationships 
between internal locus of control and physical activities among diabetic patients (Gregg 
et. al., 1996), suggesting that locus of control may function differently for patient 
samples. The lack of consistent findings on the reliability of locus of control in 
predicting health behaviours led to several criticisms of the construct. Levenson (1974), 
for example, suggested that locus of control constmcts is multidimensional. He asserted 
that “internal locus of control beliefs are orthogonal to external locus of control beliefs 
and that within these latter beliefs it is possible to distinguish between external control 
exerted by powerful others and the influence of chance or fate” (c.f, Norman and 
Bennett, 1995; p. 64).
This criticism led to the development of the Multidimensional Health Locus of Control 
(MHLC) scale developed by Wallston, Wallston and Devellis (1978). The MHLC scale 
assesses three foims of control beliefs: internal (I), powerful others (P) and chance (C). 
According to the MHLC, each construct functions independently in predicting specific 
health behaviours. The main prediction from this model is that internals should be more 
likely to engage in health-promoting activities; internal locus of control is postulated to 
be “good, healthy and adaptive”. In contrast, chance locus of control is postulated to be 
negative in nature; individuals high in chance expectancy beliefs are less likely to 
engage in health enhancing behaviours. Powerful others locus of control is thought to be 
adaptive in influencing healthy behaviours when these behaviours are recommended by 
health professionals; it is less influential with regard to self-initiated behaviours.
Further, some have likened ‘chance’ locus of control to that of ‘God locus of control’; 
associations between ‘chance’ locus of control and internal locus of control are nearly 
always negative, although not all findings support the negative relationship (see Jackson 
and Coursey, 1988).
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There is evidence in the literature supporting the multidimensionality of health locus of 
control constmcts. Broschott, Gebhardt and Godaert’s (1994) study (N = 556) revealed 
that these constmcts are factorially independent, and that they relate differentially to 
personality ti'aits, measurements of subjective stress and self-reported health symptoms. 
The I scale, for example, was significantly negatively conelated with nearly all 
psychopathological symptoms assessed, with correlations ranging from -.25 to -.46 (e.g. 
anxiety, depression and sleeping problems), whilst the external scales (i.e. P and C) 
were generally positively correlated with these symptoms (r = .25 to .38). This study 
also compared the utility of Rotter’s unidimensional (I-E) scale in relation to the IPC 
scale. Their findings show that Rotter’s scale mainly assessed chance oriented external 
locus of control, concluding that one advantage of the IPC scales over that of Rotter’s 
IE scale is an “unequivocal appraisal of three distinct dimensions of locus of control” 
(Broschott et. al., 1994).
There have also been contentions that locus of conti'ol in relation to health and illness 
may go beyond internal, powerful others and chance. Some researchers have posited 
that locus of control to God significantly predicts behaviours, independent of internal, 
powerful others and chance loci of control. Although work extending the locus of 
control constmcts to God is relatively scarce, it is growing. Much of the earlier work in 
the normal population found God locus of control to be negatively related to personal 
control and to be independent of overall measures of successful coping (e.g. Pargament, 
Sullivan, Tyler and Steele, 1982). Most studies published in the literature support this 
pattern of findings. Pargament and colleagues (1997) who conceptualized God locus of 
control in terms of problem-solving (see p. 55) found that, among religious believers, 
problem-solving to God (defening style) was negatively related to measures of 
competence and negatively coiTelated with internal control (self-directing style). 
However, initial studies on non-Caucasian samples have revealed dissimilar patterns of 
findings. One of the findings was the positive relationship between this God locus of 
control with Rotter’s internal locus of control, contradicting much of the earlier findings 
showing negative relationships with personal control (Jackson and Coursey, 1988).
More recently, Wallston and colleagues (1999) developed the God Locus of Contiol 
scale, in adjunct to the MHLC. Initial findings provide evidence of the scale’s reliability
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and validity. This development in the conceptualization of the locus of control model 
merits further work, especially so in health and illness research.
The inconsistencies in findings could be attributed to several factors. One factor is that 
locus of control is often studied without regard for situation-specific attribution of 
control (Marshall, 1991). In an attempt to address this weakness, situation-specific 
measures have been developed (e.g. Wallston et. al., 1978; Paitridge and Johnston,
1989), the utility of which need further validation. The evidence available is quite 
promising, however. Frazier and Waid’s (1999) study on elderly people (N = 91) found 
that situation-specific internal and external loci of control differentially predicted 
anxiety; the loss of internal contiol and stionger attribution to chance increased levels of 
anxiety whilst attribution to powerful others increased, hypochondriasis. Another study 
found that stronger attribution to others (e.g. doctors and physicians) significantly 
correlated with self-reported adherence in adults with cystic fibrosis (Myers and Myers,
1999). More relevant is a study (N = 312) examining diabetes-specific health locus of 
control patterns and HbAlC; it reported that patients with high internal contiol and 
weak chance control were metabolically better regulated compared to patients with 
other attribution patterns (Stenstroem, Wikby, Anderson and Ryden, 1998).
To date, not much work has looked at the relationship between locus of control and 
recovery from CHD. The findings available are far from conclusive. In a study 
conducted on first-time MI patients, Bar-On (1987) found that patients (N = 89) who 
attributed their illness and its possible outcomes to external factors were less likely to 
return to work earlier; they also had lower ratings in their physical and sexual 
functioning six months post MI. This finding is supported by Birkimer and colleagues’ 
(1991) study on cardiac rehabilitation graduates (N = 117). Internal locus of contiol was 
associated with better overall ratings of health (r = .27) and fewer complications in daily 
functioning (r = -.23). Chance locus of control was strongly associated with poor health 
status (r = -.37) and higher serum cholesterol levels (r = .34) and fat consumption (r = 
.26). The findings of these studies imply that each locus of control construct was 
predictive of specific cardiac outcomes. Another study in the literature looking at locus 
of control and recovery from CHD was conducted by Fowers (1994). He found no 
association between appraisal of control and psychological distress after controlling for
58
contextual variables. However, Fowers found an interactive effect between the level of 
stress and perception of control in accounting for psychological distress among patients 
attending a cardiac rehabilitation programme: high levels of stress and low levels of 
control were associated with more distress.
Despite the inconsistencies in findings on the relationship between loci of control and 
CHD outcomes, this area of research is promising given the nature and course of heart 
disease. This is so especially in the context of cardiac rehabilitation and intervention 
programmes where among others, patients’ appraisals of illness controllability could be 
modified and may be important determinants of cardiac-healthy behaviours.
2.2 Psychological Aspects of Cardiac Rehabilitation Programmes (CRP)
A cardiac rehabilitation programme (CRP) is a service provided to assist cardiac 
patients to recover from their illness, aimed at reconditioning the patients physically, 
emotionally and socially, so as to enable them to return to as normal a life as possible 
(see Chapter 1 for definition). It is a process of enabling, encouraging and assisting 
patients to make the transition from a state of illness to a state of health, as near as 
possible to the life they had before the onset of their illness (Cay, 1995). This process 
involves improvement in function, relief of symptoms as well as enhancement of 
patients’ quality of life. This section of the review will first present work done looking 
at factors associated with participation at CRP. Next, the review will discuss findings on 
the differences in illness outcomes for both attenders and non-attenders. Lastly, the 
review will present concerns cited in the literature regarding the effectiveness of CRPs 
in delivering and achieving their aims (see Coats et. al., 1995, Jones and West, 1995 or 
Pashkow, 1993 for more infonnation regarding CRP).
Petrie and colleagues (1996) reported that only a third of eligible patients under 65 
years old attend rehabilitation programmes after discharge from the hospital. Similar 
percentages of attendance have also been reported elsewhere (e.g. Cooper, Lloyd, 
Weinman and Jackson, 1999; Jones and West, 1995). Research into psychological 
variables associated with participation in rehabilitation programmes has been reviewed
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by Blumenthal and Emery (1988), Lane and colleagues (1999), and McGee (1994). 
Participation rates can be explained by both demographic and psychological factors. 
McGee and Horgan (1992) reported that rate of participation among women is lower 
than that of men; women are also more likely to drop out of such programmes earlier 
than men. The pattern of gender differences in participation in and compliance to CRP 
is confirmed in other studies (e.g. Ades, Waldman, McCann and Weaver, 1996). Age is 
another factor influencing attendance at CRP (Ades et. al., 1996), with younger patients 
being more likely to attend CRP following discharge from the hospital compared to 
older patients.
Among the psychosocial variables found to predict attendance are illness beliefs.
Cooper and colleagues (1999) found that two illness beliefs predicted non-attendance at 
CRP: cause and controllability. Patients who failed to attend CRP (n = 82) were less 
likely to believe that their illness was atti'ibuted to their lifestyle compared to patients 
who attended (n = 55). Non-attenders were also less likely to believe that their illness 
was controllable. In addition to illness beliefs, denial at hospitalisation was also found 
to be a significant predictor of non-attendance at CRP (Ades et. al., 1996). The role of 
perceived control and denial in influencing attendance at and adherence to CRP is also 
supported by other studies (e.g. Fielding, 1991). Other psychological variables found to 
predict attendance (or conversely, drop out) of CRP are emotional status. For example, 
Blumenthal and colleagues (1982) found that depression and anxiety (among other 
variables), independent of physical status, significantly differentiated patients who 
dropped out of programmes early on from those who continued their enrollment. These 
patterns of findings suggest that patients who are unlikely to attend CRP may be 
prospectively identified based upon their psychological characteristics assessed in the 
hospital. It has been suggested that up to 90% of cases of dropouts could be identified 
by such pre-programme assessments (McGee, 1994).
Studies looking at outcomes of attendance at CRP are growing; most focus on outcomes 
such as return to work, emotional distress and physical functioning. In a study (N = 66) 
comparing patients who attended a five-months exercise-based CRP and those who 
dropped out, the findings indicated healthier overall post-infarction lifestyle among the 
experimental group, controlling for pre-MI lifestyles (Giese and Schomer, 1986). They
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were more likely to eat healthily, exercise regularly and adopt healthy self-care 
behaviours. Patients who dropped out of the programme were more likely to report 
mood disturbances at the beginning of the programme. Oldridge and colleagues (1991) 
conducted a randomised control trial (N = 201), assessing the impact of a six-week 
rehabilitation programme on patients’ quality of life, mood levels, exercise tolerance 
and return to work. They found small, but significant improvements in the rehabilitation 
group at eight weeks in their emotional well-being, in their state of anxiety and exercise 
tolerance level. Interestingly, the differences in outcomes between the two groups 
disappeared by 12 months; similar improvements were observed in health-related 
quality of life and other outcome measures in both groups.
Despite these positive findings, other studies have shown that rehabilitation 
programmes do not impact on the physical and psychological well-being of all patients 
who attend CRP (Blumenthal and Emery, 1988; Lane, 1999; McGee, 1994). For 
example, in a controlled study of men and women who participated in the Montreal 
Heart Attack Readjustment Trial (Taylor and Kirby, 1997), there were no significant 
differences in depression scores fiom baseline to 12 months between the intervention 
group and those receiving routine care. Oldridge and colleagues’ (1995) randomised 
contiol trial of 187 patients found that overall, rehabilitation and control patients 
showed similar and significant improvements in anxiety, depression and mood states 
over twelve months. These findings confirm earlier work which did not find significant 
differences among cardiac rehabilitation patients and contiol subjects in psychosocial 
adaptation and functioning (see Denollet, 1993).
It has been suggested that CRP have failed to demonstrate long-term benefits 
consistently to all their patients (Bennett and Carroll, 1994). For example, there is 
evidence that there are differences in compliance to a prescribed home exercise regimen 
a year after completing foimal rehabilitation between Caucasians and African- 
Americans. The latter were nearly three times less likely to continue their exercise 
regimen after completing the rehabilitation programme compared to Caucasians (Afzal, 
Noor, Brawner, Jankowski and Keteyian, 1999). These findings suggest the need to 
develop programmes that are sensitive to cultural differences among ethnic groups.
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Questions have been raised about the content and applicability of these rehabilitation 
programmes. Should rehabilitation programmes be offered to all patients, regardless of 
their diagnosis, demographics and psychological characteristics? Initially, only MI 
patients were offered CRP but over recent years, patients recovering from CABG and 
PTCA have also been recruited into such programmes. Given the differences in 
diagnosis and severity of illness, these groups of patients have differing rehabilitation 
needs, thus questioning the applicability of a generic programme.
There has been also much debate on the efficacy as well as efficiency of cardiac 
rehabilitation programmes in improving patients’ short as well as long term recovery 
(Bennett and Carroll, 1994; Mayou, 1996). Whilst some programmes appear to be 
effective in achieving the aims of improving patients’ physical functioning and quality 
of life post coronary event, other programmes have failed to do so (van Uden et. al., 
1989). For example, a study conducted by O’Rourke and Flampson (1999) assessing the 
efficacy of two rehabilitation programmes found differences in illness control beliefs 
and depression between patients who received The Edinburgh Heart Manual and those 
who did not; the foimer reported stronger illness control beliefs and less depression at 
follow-up. However, no significant differences were found on GP contact and hospital 
admission post MI between the two groups. Oldridge and Rogowski (1990) found no 
significant differences in overall ratings of self-efficacy in terms of routine physical 
activities, daily living tasks and ability to cope with illness between patients who 
attended a ward ambulation programme (n = 26) and a dedicated exercise center 
programme (n = 25). However, a significant difference in efficacy with regards to 
walking time and overall exertion was found. The exercise center patients scored higher 
on these dimensions than the ambulation group (p < .05). In general, this finding 
suggests that in-patient ambulation programmes are as effective in improving patients’ 
self-efficacy post MI as specialised exercise-based programmes.
Another concern voiced is the fonnat of the programmes offered. The guidelines for 
cardiac rehabilitation set up by British Association for Cardiac Rehabilitation (1996) 
recommended that among others, CRP should incorporate the skills of a range of 
professionals, psychologists included. However, surveys of the programmes available in 
the UK show that in only 21% was a psychologist part of the rehabilitation team and in
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only 9% did the psychologist directly interact with patients (Lewin et. al., 1995; 1998). 
Many of the programmes developed are exercise-based; hence may have overlooked the 
psychological and emotional status of patients. The review by Lewin et. al. (1998) 
revealed that adherence to UK national guidelines is poor; psychosocial factors were 
poorly assessed in a majority of the programmes examined. Thus, the incompatibility of 
the type of programme offered (e.g. treadmill exercise) and the intended outcomes (e.g. 
reduced anxiety and depression) may thus account the lack of positive findings in many 
of these studies. Additionally, some have contended that rehabilitation programmes 
may be beneficial to some patients but not to others (van-Uden et. al., 1989). It is 
possible that whereas many patients need intensive rehabilitation programmes, others 
could benefit fiom minimal intervention.
Another concern that has been raised is the validity of the measurements used to assess 
patient outcomes following attendance at rehabilitation programmes; there is little 
consensus on the psychosocial evaluation instruments used. Denollet (1993) addressed 
two potential problems associated with assessments of cardiac rehabilitation outcomes: 
firstly, non-specificity and secondly, measurement of incorrect constructs. One way of 
avoiding pitfalls in assessment is to rely less on measures of psychopathology (e.g. 
Beck’s Depression Inventory (BDI) and Minnesota Multiphasic Personality Inventoiy: 
(MMPI) in assessing emotional distress. Denollet (1993) asserted that cardiac patients 
are not mentally ill but predominantly experience decrements in physical health, 
functional status and well-being; hence measures assessing feelings of disability and 
decrements in well-being are more appropriate for assessing the psychosocial benefits 
of attendance at CRP (Denollet, 1993). McGee, Hevey and Horgan’s (1999) systematic 
review of psychosocial outcome assessments for use in cardiac rehabilitation service 
found that although some instruments demonstrated significant potential as assessment 
tools (e.g. Global Mood Scale and Heart Patients Psychological Questionnaire), others 
showed less reliability. The authors have recommended comparative assessment of 
these instmments to inform future recommendations about instrument selection for 
evaluation purposes.
Perhaps the more pressing issue concerning rehabilitation programmes is their 
generalisability across ethnic groups and cultures. The concept of cardiac rehabilitation
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is new in non-Westem countries. To date, there is only one study conducted in Asia that 
has looked at patient outcomes post-rehabilitation (Alvin and Mojica, 1997). The study 
looked at 22 cardiac patients in the Philippines who had attended a phase I CRP. They 
found that a majority of patients had returned to gainful employment and led a 
productive lifestyle in terms of the perfoimance of activities of daily life. Their findings 
are suggestive of the potential benefits of the programme offered in the Philippines, 
despite the limitations of the study.
If participation in cardiac rehabilitation programmes reduces disability and improves 
quality of life, then it is imperative that all cardiac patients are given the opportunity to 
attend. Psychological assessment should form a part of these rehabilitation programmes. 
More importantly, the exact provision of rehabilitation should be tailored to individual 
needs. For instance, it has been suggested that potentially costly inteiwentions aimed at 
alleviating anxiety and/or depression should be directed to those who showed elevated 
emotional distress (Lane et. al., 1999). Patients identified as being anxious and/or 
depressed at discharge and those who are predisposed to poor adaptation after a 
coronary event should be targeted for cognitive behavioural interventions, in addition to 
the exercise and education programmes offered by the cardiac rehabilitation teams. In 
short, in order to ensure the effectiveness of CRP on patients' recovery from CHD, it is 
important to optimally match patients to the programmes available.
2.3 T heoretical Issues
Research looking at the psychological determinants of recovery and outcomes of CHD 
is extensive. Social cognitive models have been widely applied in the attempt to explain 
the relationship between psychosocial factors and health and illness behaviours related 
to CHD. The predictive utility of SCMs is supported by many findings in the health 
literature. However, as with many other models, SCMs are not without their limitations. 
For one, SCMs focus mainly on social cognitive variables; they do not regard emotional 
variables such as moods and negative affect to be important predictors of health and 
illness outcomes. SCMs also do not address the importance of sociodemographic 
characteristics in influencing health behaviours and illness outcomes. Religious
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affiliation, for one, has been shown to moderate the relationship between spirituality 
and physical and psychological well-being in some patient populations. Lastly, SCMs 
do not include regulatoiy processes involved in determining the adoption and 
maintenance of health-related behaviours.
The present research project acknowledges the importance of including social cognitive 
variables such as self-efficacy and intentions in predicting cardiac-related behaviours 
and outcomes. However, it also takes into account the limitations mentioned above. 
Thus, in an attempt to detennine the predictors of psychological and behavioural 
outcomes of Malaysian cardiac patients, the present study also includes other 
psychosocial variables found to be significant predictors of CHD-related outcomes, 
based on the above literature review.
In short, myriad factors interact to influence the outcomes of CHD. Some of these 
factors are cognitive in nature, whilst others are social or emotional. Some are stable 
across time and conditions, whilst others are situation-specific, fluctuating in fiequency 
and intensity. Several of the factors directly influence illness outcomes; others act as 
mediators. As many studies have shown, the predictive and causal patterns of 
psychological variables on the physical, psychological and social functioning of CHD 
patients are not conclusive. In order to explore the predictive power of different 
psychological variables on the outcomes of CHD, the following model was developed, 
incorporating several social cognitive variables used in SCMs as well psychological 
constructs not included in the SCMs but deemed important and applicable in the 
Malaysian context (see Chapter 4, Chapter 5 and Chapter 6).
2.4 H ypothesised M odel P redicting Psychological A spects o f CHD am ong  
M alaysians
Based on the review above, a model predicting psychological outcomes of CHD among 
Malaysians was derived (see Figure 2.1). The model predicts the longitudinal 
relationship between psychological variables assessed at the time of hospitalisation and 
emotional well-being, functional status and quality of life up to six months post cardiac
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event. The model hypothesises that emotional well-being, functional status and quality 
of life among post Malaysian cardiac patients are predicted by self-referent beliefs, 
interpersonal constmcts such as coping and locus of control and emotional status 
assessed during patients’ period of hospitalisation. These psychosocial variables are 
thought to be stronger predictors of emotional well-being and functional status for post 
cardiac patients, over and above sociodemographic variables.
According to the model, self-referent beliefs directly predict emotional well-being, 
quality of life and functional status of Malaysian cardiac patients following discharge. 
Self-referent beliefs also predict these psychosocial outcomes through the mediation of 
interpersonal constructs such as coping, locus of control and pessimistic views. The 
model further suggests that anxiety and depression following patients’ cardiac event 
directly predict emotional well-being, functional status and quality of life six months 
post discharge.
The predictor variables in Figure 2.1 are ordered from left to right in terms of their 
hypothesised proximity as deteiminants of outcomes. The model suggests that 
sociodemographic characteristics such as age, gender and ethnicity are directly related 
to self-referent beliefs. Older patients, for instance, are more likely to report lower 
levels of self-efficacy than younger ones.
Next, the model posits that self-referent beliefs affect the way patients’ cope with their 
illness; self-efficacy and self-esteem also affect the way patients attribute their recovery 
from it. In addition, self-referent beliefs, particularly self-esteem, influence the way 
patients perceive their future. For example, patients with low self-esteem are more 
likely to be pessimistic of their future.
Self-referent beliefs are further hypothesised to shape patients’ intentions to attend 
CRP. Patients with high general and specific self-efficacy are predicted to form an 
intention to attend CRP, whereas patients with low general and specific self-efficacy are 
predicted not to. Self-referent beliefs are also hypothesised to influence intention to 
seek complementary treatment. Unlike attendance at CRP, patients with low self- 
efficacy are predicted to foim an intention to seek complementaiy treatment, whereas 
highly efficacious patients will not intend to do so. The model suggests that the
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relationship between self-referent beliefs and intentions could be direct as well as 
indirect, via mediation of coping, locus of control and pessimism constructs.
In accordance with SCMs such as the Theory of Planned Behaviour, actual attendance 
at CRP and actual use of complementaiy tr eatment are directly predicted by intentions 
to perform the respective actions. These behaviours are also directly predicted by self­
referent beliefs.
Finally, the model suggests that attendance at CRP and the use of complementary 
treatment are directly related to psychosocial outcomes. For example, attendance at 
CRP is hypothesised to have a positive relationship with psychosocial adaptation to 
CHD.
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Chapter 4, Chapter 5 and Chapter 6 will address the specific relationships between 
predictor variables and psychosocial outcome variables as presented in the model. First, 
Chapter 4 will look at the cross-sectional relationship between predictor variables (i.e. 
sociodemographic variables, self-referent beliefs, psychological constmcts) and negative 
affect as well as intentions. Chapter 5 will address the longitudinal relationships between 
the predictor variables and emotional well-being, functional status and quality of life. 
Lastly, Chapter 6 will look at the cross-sectional relationships between sociodemographic 
variables and psychosocial outcomes six months after discharge. Research questions based 
on the model are formulated for each respective study.
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CHAPTER 3
STUDY 1 
DERIVATION OF MEASURES
Aim
The aim of this thesis was to study psychological aspects of recoveiy from CHD among 
Malaysian patients. To date, no psychological study of this kind has been conducted in 
Malaysia. No published infonnation is available on whether attempts have been made to 
validate psychological measures related to CHD developed in the West on Malaysian 
samples, although there is some literature on the use of several Western-based measures 
in Malaysian settings. Much less is known on whether there are psychological 
assessment tools developed specifically for use on Malaysians.
Thus, an aim of this study (Study 1) was to derive measures to be used to assess 
psychological characteristics of CHD patients in Malaysia (Study 2, Study 3 and Study 
4). Specifically, the study was conducted to deteimine the reliability and validity of 
measures of the constructs specified in the model of CHD recovery (see Figure 2.1) 
when administered to a healthy, normal Malaysian population. These data were used to 
modify the measures as necessary for use in the subsequent studies of Malaysian cardiac 
patients.
3.1 Methods
3.1.1 Participants
Participants were a convenience sample, recruited from three settings: a higher learning 
institution, a secondary school and a department of a government ministiy. Of the 130 
questionnaires distributed, 97 were completed and returned (74 % response rate). 
Twenty (21 %) of the respondents were students from the higher learning institute, 56 
(57%) were secondaiy school teachers and the remaining 21 (22%) were from a
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government ministiy. Forty-seven (48%) were women and 50 (52%) were men. 
Participation was voluntaiy. All participants were healthy at the time of the assessment 
and had reported no previous diagnosis of any serious illness.
3.1.2 Design and Procedure
The study was a cross-sectional survey assessing Malaysians’ perceptions of illness- 
related thoughts, emotions and behaviours. A research assistant hand-distributed the 
questionnaires to approximately 130 people in these organisations within a period of 
two weeks. Potential respondents were briefed of the aims of the study after consent 
was given. They were given a week to return the questionnaires to the research 
assistant.
3.1.3 Materials
Data for this study were collected through a questionnaire which incorporated measures 
that were originally foimulated in English. These measures were then backtranslated by 
two bilingual translators. Both the English and Malay versions were provided. 
Participants were asked to indicate which language they relied upon more when 
completing the questionnaire. A majority of Malaysians are bilingual. Inclusion of both 
Malay and English was to ensure that participants would understand the items and had a 
choice in responding to the items. This was also to determine whether there would be 
any differences in the quality of responses from those responding to either Malay or 
English. The differences in responses may highlight the lack of construct and/or face 
validity of the measures used.
3.1.3.1 Selection of scales and items: criteria
Questionnaire for this study was designed to be concise but comprehensive so as to 
prevent participant fatigue and/or boredom. In selecting the appropriate measures of the 
constructs specified in the proposed model of CHD recovery (see Figure 2.1), several 
issues were taken into consideration among which include the following: (1) scales with 
consistently high reliability and validity as assessed in previous studies in the West, 
with alpha coefficient of .60 or more (Nunally, 1978); (2) scales that have been widely 
used in general and clinical settings.
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Next, selection of scale items were based on the following criteria: (1) items with factor 
loadings of .50 as reported by the respective scale developers; (2) items that are deemed 
appropriate for Malaysian setting; (3) items that are appropriate for patients (i.e. not 
cause further distress and/or anxiety).
3.1.3.2 The original scales 
The General Self-Efficacv scale
The General Self-efficacy scale was developed by Sherer and colleagues (1982) to 
assess peoples’ perceptions of their ability to perform difficult tasks. The scale has also 
been used to assess peoples’ perceptions of their capabilities to handle difficult 
situations. The reliability coefficient of the original 17-item scale was .86. It was also 
found to be highly significant with other internally-oriented factors such as self-esteem 
(r = .51) and social desirability (r = .43).
The Global Self-Esteem scale
Rosenberg’s (1965) item scale was constmcted to assess perceptions of one’s general 
feelings of self worth and value. The scale has been widely used in both healthy and 
patient populations.
The Recoverv Locus of Control scale
Parti’idge and Johnston (1989) developed the 9-item Recovery Locus of Control (RLC) 
scale to assess peoples’ attributions and beliefs concerning factors determining their 
illness outcomes. The scale is two-dimensional, providing a measure of the intemality 
and externality of patients’ perceptions of their recovery. Five items are worded to 
reflect internal beliefs and four items reflect external beliefs. The scale has been found 
to be consistently reliable with alpha coefficients ranging from .67 to .77.
The Multidimensional Locus of Control scale
The Multidimensional Locus of Control (MHLC) scale was developed to assess 
individuals’ perceptions on general issues concerning health and illness, and their 
beliefs about the causes and processes of becoming ill (Wallston, Wallston and 
DeVellis, 1978). It provides measures of three dimensions of health locus of control; 
intemality, chance and powerful others.
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The COPE scale
The COPE scale is a 60 item multidimensional coping inventory developed by Carver, 
Scheir and Weintraub (1987) and incoiporates 15 theoretically based, conceptually 
distinct scales. The coping dimensions included were active coping, planning, denial, 
acceptance, emotional support, behavioural disengagement and turning to religion. 
Test-retest reliability analyses have been consistently stable, with alpha coefficients 
ranging fiom .42 to .89 when used in different populations (Carver et. al., 1987). Of the 
original 60 items assessing different coping strategies, only 29 items (8 coping styles) 
were selected to form the new cope scale for this study.
The Helplessness scale
Beck and colleagues (1973) developed the Helplessness scale to assess pessimism about 
one’s future. The scale was originally intended for use on diverse patient population. 
Internal reliability of the 20 item scale has a high degree of internal consistency and has 
been shown to highly correlate with ratings of hopelessness. Ten items with the 
strongest inter-item correlation coefficients were selected to derive the pessimism scale 
for this particular study.
The Hospital Anxiety and Depression scale ('HAD)
Zigmond and Snaith’s (1983) 14 item HAD scale was developed to assess level of 
anxiety and depression experienced by both in-patient and outpatient populations. The 
measure has been found to be highly con elated with ratings of anxiety and depression 
among medical outpatients (r = .54 and r = .79, respectively). This particular scale was 
selected because it contains both constructs in one short single scale; hence is 
appropriate for administration to hospitalised patients. Furthermore, the HAD scale has 
also been shown to be more appropriate in detecting and assessing possible clinical 
levels of emotional disturbance among non-psychiatiic medical outpatient population 
(Zigmond and Snaith, 1983).
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3.2 The Questionnaire
The questionnaire consisted of seven scales, assessing five psychological content areas:
3.2.1 Self-referent beliefs
Self-referent beliefs consisted of items assessing self-efficacy (seven items) and self­
esteem (nine items). Participants were instmcted to respond to the items based on their 
general feelings about themselves. The instructions for the self-efficacy and self-esteem 
measures were as follows:
We are interested in the way you perceive yourself. Based on the scale below, please 
indicate the extent to which you agree or disagree with each o f the following statements 
in describing your general views o f yourself
Each item was rated on a 5-point Likert scale as follows, with higher scores indicating 
stronger self-efficacy or stronger self-esteem:“1”= “strongly disagree”, “2” =
“disagree”, “3” = “uncertain”,“4” = “agree” and “5” = “strongly agree”.
3.2.2 Locus of control
Health locus of control scales were utilised to assess attributions of control related to the 
causes of and recovery of illness. Two scales made up this section: the MHLC and the 
RLC. All 18 items from version B of the MHLC and all nine items of the RLC were 
incorporated into the questionnaire. Participants were instructed to respond to the 
following instioictions: The following are statements other people have made about their 
views on illness in general. Based on the scale below, please indicate the extent to 
which you agree or disagree with each statement in describing your views about the 
causes and outcomes o f illness.
Each item was rated on a 5 point Likert scale: 1 = “strongly disagree”, 2 = “agree”, 3 = 
“uncertain”, 4 = “agree” and 5 = “strongly agree”. Higher scores indicate stronger 
endorsement of a particular locus of contiol item.
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3.2.3 Coping
The pilot questionnaire incorporated eight of the original 15 sub-scales: active coping, 
planning, seeking emotional support, turning to God, focus on and venting of emotions, 
behavioral disengagement acceptance and denial Participants were instructed to respond 
to the 29-item scale based on the following instructions: There are many ways o f 
dealing with difficult situations in life. We are interested in how you handle stressful life 
situations. Based on the scale below, please indicate the extent to which you use the 
following ways in dealing with life problems.
The Likert rating scale ranged from 1 = “I don’t do this at all”, 2 = “I sometimes do 
this”, 3 = “I often do this” and 4 = “ I always do this”. Higher scores indicate higher 
tendency to use the particular coping style.
3.2.4 Emotional well-being
All 14 items from the HAD scale made up this section. Participants were asked to report 
their emotional experiences during the past week based on the following instructions: 
The following statements may describe your the last seven days. Based on the scale 
below, please indicate the extent to which you experience those feelings.
The Likert rating scale ranged from 1 = “never”, 2 = “sometimes”, 3 = “uncertain”, 4 = 
“often” and 5 = “always”. Higher scores indicate higher depression or higher anxiety.
3.2.5 Sociodemographic infonnation
Items on participants’ age, gender, ethnicity, religion, marital status and occupation 
were also incorporated. Participants were asked to indicate to which language they 
relied on more in response to their items in the questionnaire. See Appendix 2 for a 
copy of the questionnaire.
3.3 Analyses
Two different methods were used to determine the components underlying 
multidimensional measures (i.e. MHLC, RLC, HADS and the COPE): factor extraction
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and factor specification. Principal components analyses (PCA) and oblique (Oblimin) 
rotation were first conducted on multidimensional scales to determine whether the 
components extracted were consistent with the existing theoretical constructs. Factors 
with eigenvalues of 1 or more were retained, and items with factor loading of less than 
.30 were omitted. In the factor specification analysis, solutions for different numbers of 
factors were examined; three components were specified for the MHLC, two for the 
RLC, two for the HAD scale and eight for the COPE. The aim of specifying the number 
of components was to detennine whether the factors extracted would be consistent with 
the theoretical constructs supposedly measured by each respective measure.
To examine internal reliability, Cronbach alpha reliability coefficients of extracted and 
specified constructs were obtained and compared. Constructs with alpha coefficients 
less than .60 were excluded fiom further analyses. Items were also deleted if their 
deletion increased the Cronbach alpha value of the new scale. Selection of constructs 
(variables) to be used for further analyses was based on Cronbach alpha coefficient, 
with minimal loss of items. Lastly, to examine construct validity, bivariate analyses 
among variables were performed to ascertain the directions and strengths of their 
relationships.
3.4 R esults
3.4.1 Sociodemographic Characteristics
A similar proportion of men and women participated in this study (51.5% and 48.5%, 
respectively). Of the 97 participants, 56 (57.7%) were manied and the remaining 41 
(42.2%) were single. Twenty (20.6%) of the participants were undergraduate students, 
10 (10.3%) were unskilled labourers and the remaining 56 (57.7%) were skilled or 
semi-skilled professionals. A majority of the participants were Malays (83.5%) and 
reported affiliation with Islam (87.6%). The mean age of participants was 30 years (SD 
= 6.12), with age ranging from 19 to 56 years. Table 3.1 summarises participants’ 
sociodemographic characteristics.
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Table 3.1 Sociodemographic characteristics of participants (N = 97)
Sociodemographic Characteristics Frequencies (Percentage)
Age 30.04 years (SD = 6.12)
Gender
Male 50 (51.5%)
Female 47 (48.5%)
Ethnicity
Malays 81 (83.5%)
Non-Malays 16(16.5%)
Religion
Islam 85 (87.6%)
Others 12 (12.4%)
Marital Status
Single 41 (42.2%)
Married 56 (57.7%)
Occupation
Students 20 (20.6%)
Unskilled Workers 10 (10.3%)
3.4.2 Derivation of Measures
3.4.2.1 Factor extraction
3.4.2.1.1 The MHLC
Eight factors emerged from MHLC scale, of which three were interprétable. The 
interpretable factors were “others control” (Factor 2), “internal control” (Factor 4) and “fate 
control” (Factor 8). None of the remaining six factors consisted of any coherent patterns of 
loadings.
3.4.2.1.2 The RLC scale
Direct Oblimin rotation extracted three factors, accounting for 56% of the variance. The 
first factor was comprised of three internal locus of control items. The second factor was 
comprised of three external locus of control items whilst the third factor was made up of 
two internal items and one external.
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3.4.2.1.3 The COPE scale
PCA with Direct Oblimin rotation yielded nine factors, accounting for 68% of the variance. 
Of the nine factors, only five were interpretable. The factors that were identified from their 
patterns of loadings were “Planning or Active Coping” (6 items), “Behavioral 
Disengagement” (4 items), “Seeking Emotional Support” (6 items), “Denial” (3 items) and 
“Turning to God” (3 items). Although these factor structures matched the original factor 
str uctures, some of the items did not load on the factors in the expected manner. For 
instance, “Behavioral Disengagement” and “Seeking Emotional Support” had additional 
item loadings. It has been noted that some items may overlap (Carver et. al., 1989). Items 
may load on a theoretically similar factor instead of loading on the expected one. The 
remaining three factors were not interpretable. Items that were expected to load on 
“Venting of Emotions” did not foim any particular patterns of loadings.
3.4.2.1.4 The HAD scale
Four factors were exti'acted by PCA using Direct Oblimin rotation, together accounting for 
57.6% of the variance. Five items loaded on the Factor 1 (“anxiety”) and tliree items loaded 
on Factor 2 (“depression”). Four items, two assessing anxiety and two assessing depression 
loaded on Factor 3. Two remaining items (“I have lost interest on my appearance” and “I 
can enjoy a good book or radio or TV programme”) loaded on Factor 4.
3.4.2.2 Factor specification
The lack of clear, interpretable factors as well as the exclusion or loss of many items led 
to the use of factor specification. The aim was to compare which method would yield 
more reliable constructs. It was also performed to see whether the extracted factors were 
comparable with constructs of the original measures. The rotated solution limited to a 
specific number of factors was examined for each measure: eight components were 
specified for the COPE, three components were specified for the MHLC, two for the 
RLC and two for the HAD scale.
3.4.2.2.1 The MHLC
The three specified factors together accounted for 34% of the variance. Factor 1 
consisted of predominantly ‘chance’ items (7), and one ‘others’ and one ‘self item. 
Factor 2 was made up of four ‘others’ items and five ‘self items whilst Factor 3 was 
made up of one ‘chance’ item, two ‘others’ items and one ‘self item.
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3.4.2.2.2 The RLC
The two specified factors together accounted for 44.4% of the variance. Factor 1 (“internal 
recovery locus of control”) was made up of six items whilst Factor 2 (“external recovery 
locus of control”) was made up of three items. Except for one item, all other items loaded 
on their respective factors.
3.4.2.2.3 The COPE
Six of the eight specified factors were interpretable, accounting for 65% of the 
variance. Factor 1 was interpreted as “Turning to God”, Factor 2 was “Behavioral 
Disengagement”, Factor 3 was “Seeking Support”, Factor 4 was “Denial”, Factor 6 was 
“Planning” and Factor 7 was “Active Coping”. Items which loaded on Factor 5 and Factor 8 
were mixed, comprising of items originally assessing active coping, denial and venting of 
emotions.
3.4.2.2.4 The HAD scale
The two specified factors accounted for 40.1% of the variance. All except two items loaded 
on their respective factors. Factor 1 (“Anxiety”) was made up of nine items whilst Factor 2 
(“Depression”) was made up of five items.
3.4.3 Selection of constmcts
Constructs for unidimensional measures (i.e. self-efficacy, self-esteem and pessimism) 
were formulated and computed. Constructs or variables to be used for further analyses 
were then selected, and Cronbach alpha coefficients for each constmct, both extracted 
and specified were computed and compared. Scale scores were means based on 
summing the items and dividing by the number of items in each scale. Reliability 
analyses showed varying internal reliability, ranging from .64 to .81. Table 3.2 
summarises the Cronbach alpha coefficients of the newly-derived constmcts. The 
MHLC and the external locus of control constmct were dropped from further analyses 
for failing to meet the criteria mentioned above.
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Table 3.2 Cronbach alpha coefficients of all constructs
Constructs Number of items Cronbach alpha coefficient
Self-efficacy 6 .76
Self-esteem 7 .64
Pessimism 10 .69
Internal locus 5 .68
Active coping 5 .81
Behavioral disengagement 4 .67
Seeking support 5 .79
Denial 2 .73
Turning to God 3 .77
Anxiety 7 .77
Depression 5 .66
3.4.4 Psychometric properties of constructs
Eleven consti'ucts were generated from the following six scales: General Self-Efficacy, 
Global Self-Esteem, Recovery Locus of Control, the Helplessness scale, the COPE and 
the Hospital Anxiety and Depression scale. The constructs derived were self-efficacy, 
self-esteem, internal recovery locus of control, pessimism, active coping, behavioral 
disengagement, seeking support, denial, turning to God, anxiety and depression. For 
each constmct, a mean score was computed by summing up the scores for each item and 
dividing the sum by the number of items in each construct. In general, the means of the 
scores were normally distributed with several exceptions. The disti'ibution of scores for 
three coping styles was marginally skewed (Kolmogorov-Smirnov ranging from .19 for 
denial to .29 for turning to God, df = 22, p < .01). The distributions for depression and 
pessimism constructs were also slightly skewed (Kolmogorov-Smimov = .12 and .11, 
respectively, df = 97, p < .01). Internal recoveiy locus of control was also skewed 
(Kolmogorov-Smimov = .12, df = 97, p <.01). The degree of skewness of these 
constructs was deemed not sufficient to require transformation.
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Broadly, analyses indicated that Malaysians in this sample had high self-efficacy and 
high self-esteem. They also reported that they turned to God often to cope with stressful 
situations. They were also very likely to deal with stress actively. Malaysians in this 
sample were not highly depressed nor pessimistic of their future. They, however, 
reported moderate levels of anxiety. Table 3.3 provides a summaiy of the psychometric 
properties of constructs derived for this study.
Table 3.3 Means and standard deviations of constructs
Constructs Means (SD) Rating scale
Self-efficacy 3.87 (0.56) 1 = strongly disagree, 5 = strongly agree
Self-esteem 3.86 (0.49) same as above
Pessimism 2.01 (0.40) same as above
Internal locus 3.91 (0.62) same as above
Active coping 3.50 (0.52) 1 = never, 4 = often
Behavioral disengagement 1.87 (0.55) same as above
Seeking support 2.98 (0.61) same as above
Denial 2.15(0.73) same as above
Turning to God 3.64 (0.56) same as above
Anxiety 2.35 (0.53) same as above
Depression 1.76 (0.49) same as above
3.4,5 Bivariate relationships among constructs
Bivariate analyses, using the Pearson’s two-tailed correlation r coefficient, were 
perfomied to determine the directions and strengths of relationships between the newly 
derived variables. In general, variables moderately correlated in the expected directions.
Self-efficacy and self-esteem were positively and significantly conelated with each 
other (r = .66, p <.001), suggesting that people who strongly rated themselves as 
capable of carrying out difficult tasks were also more likely to have perceived 
themselves to have strong self-worth. Self-efficacy was positively correlated with other 
adaptive constructs such as active coping and internal control (r = .32, p <.005 and r = 
.22, p <.05, respectively). Similar correlation coefficients were obtained for self-esteem
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and active coping (r = .26, p <.05) and internal control (r = .29, p <.005). These patterns 
of relationships are consistent with the conceptual notion that self-efficacy and self­
esteem assess perceptions of personal abilities and control (Sherer et. ah, 1987).
Several significant associations were obtained among coping variables. For instance, 
seeking support was significantly associated with turning to God (r = .24, p <.05) and 
active coping (r = .22, p <.05). These relationship suggests that people who often sought 
support from friends and relatives were also more likely to turn to God in dealing with 
sti'essful situations. People who sought support were also more likely to active deal with 
stressful situations. Bivariate analyses also revealed that active coping was positively 
significantly associated with turning to God (r = .49, p <.001), suggesting that people 
who took direct actions to overcome problems were also more likely to seek God for 
assistance in dealing with the problems. Behavioral disengagement was significantly 
associated with denial (r = .34, p <.005); those who reduce effort in solving problems 
were also more likely to deny the severity of the problem.
Bivariate analyses further revealed that anxiety and depression were not significantly 
related with each other (r = -.007, n.s.). The lack of association between these two 
constructs was quite unexpected for it has been reported that these constructs often 
overlap (Zigmond and Snaith, 1989). It does suggest, however, that anxiety and 
depression are two distinct constructs when applied on this healthy Malaysian sample. 
Anxiety was found to be significantly correlated with behavioral disengagement (r =
.20, p <.05) and seeking emotional support (r = .27, p <.01). Depression was 
significantly coiTclated with one other construct: denial (r = -.23, p <.05), suggesting 
that people who were depressed were less likely to deny sti'essful situations or people 
who denied the severity o f  their problems were less likely to be depressed. Interestingly, 
neither anxiety nor depression were significantly correlated with pessimism. Figure 3.1 
shows a coiTelation matrix o f  all psychological constructs derived in this study.
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(II) (III) (IV) (V) (VI) (VII) (VIII) (IX) (X) (XI)
Self-efficacy (!) .657** -.153 -.056 -.198 .317** -.481** -.125 -.211* .101 .220*
Self-esteem (II) -.244* -.149 .369** .259* -.413** -.221* -.168 .083 .294**
Anxiety (III) -.007 .105 .062 .202* .270** .206* .139 -.116
Depression (IV) -.050 -.147 -.052 -.055 -.229* -.155 -.085
Pessimism (V) -.152 .331** -.090 -.008 -.062 -.288
Active coping (VI) -.142 .218* .046 .490** .103
Beh. disengagement (VII) .062 .345** -.156 -.126
Seeking support (VIII) .165 .243* .152
Denial (IX) .085 -.012
Turning to God (X) .171
Internal locus (XI)
Figure 3.1 Correlation matrix of newly-derived constructs
** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at tire 0.05 level (2-tailed).
3.5 D iscussion
The purpose of this study was to examine whether measures developed in the West are 
applicable when used on non-Western samples and to use the findings to derive 
measures to be used in studies on Malaysian cardiac samples.
Preliminary analyses provided some support for the reliability of some the measures 
developed in the West when applied on healthy Malaysian samples. For instance, 
almost all of the derived constructs (with the exception of ‘external recovery locus of 
control’), had Cronbach alpha coefficients of above 0.60, meeting the criteria suggested 
by Nunally (1978).
The findings also suggest that the constructs assessed in this study demonstrated some 
level of validity, indicated by the results obtained from factor analyses and bivariate 
analyses. For instance, self-referent beliefs (i.e. self-efficacy and self-esteem) were
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significantly and positively related with each other. Self-efficacy was also significantly 
correlated with ‘personal control’ variables such as active coping and internal recovery 
locus of control variables. These relationships suggest that taking direct actions to solve 
problems and attiibution of success of recoveiy from illness are related to perceptions 
of personal efficacy. These relationships are consistent with those found by Sherer and 
colleagues (1982) and are supportive of Bandura’s (1977) self-efficacy model.
However, there were several unexpected relationships that emerged in bivariate 
analyses. For example, a significant positive relationship was found between active 
coping and turning to religion/God as a coping style. Conceptually, these two constructs 
are independent of each other (Carver et. ah, 1987). A possible explanation for the 
significant relationship between these two consti*ucts is the way these items were 
perceived by this Malaysian sample. Items assessing turning to religion/God indicate 
‘personal efforts’ taken by the individual to cope with the stressful situation (e.g. ‘I pray 
more than usual’). Hence, turning to God to cope with a stressful situation may have 
been perceived as a form of active coping by Malaysians in this study.
An interesting finding of this study was the lack of significant coiTelation between the 
anxiety and depression sub-scales. It has been suggested that items assessing anxiety 
and depression may overlap, and that the HAD scale could be used as a unidimensional 
measure of emotional disturbance (Zigmond and Snaith, 1983). The finding of this 
study indicated otherwise; that the HAD scale measured two distinct mood states when 
applied on healthy Malaysians. Some studies provide some support for this distinction. 
Moorey and colleagues’ (1991) study examining the factor structure and factor stability 
of the HAD scale in cancer patients (N = 575) showed that the HAD is bidimensional, 
tapping separate but related consfructs of anxiety and depression.
Several reasons could account for the mixed findings on the reliability and validity of 
the measures derived in this study. For one, most of these measures were developed to 
assess psychological characteristics of patients samples. For example, the HAD scale 
was designed to assess potential clinical anxiety and depression among in-patients and 
out-patients populations. When used in patient populations in the West, the HAD scale 
demonstrated high internal reliability, with reported Cronbach alpha coefficients of .93
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for anxiety and .90 for depression (Moorey, Greer, Watson, Gorman, Rowden,
Tunmore, Bernadette and Bliss, 1991; Zigmond and Snaith, 1983). Studies have also 
shown that the HAD scale to be valid when used on patients with physical illness, 
demonsti'ating significant relationships with other psychological scales such as the 
General Health Questionnaire (GHQ) and the Diagnostic Inteiwiew Schedule (DIS) (c.f. 
Moorey et. ah, 1991).
Similar reason could also be used to account for the lack of internal consistency in the 
RLC scale. The RLC scale was also developed to specifically assess perceptions of 
recovery fiom illness (Partridge and Johnston, 1989). The validity of applying these 
measures on healthy individuals is, thus, questionable.
In general, the preliminaiy findings of this study provide some support for the translated 
measures when used in Malaysian setting. The newly-derived consti'ucts had moderate 
to good reliability and demonstrated some level of face validity. Although not 
conclusive, it can be suggested that some measures developed in the West are 
applicable in non-Western contexts. The applicability of these measures will be further 
validated in studies on Malaysian cardiac patients (Chapter 4, Chapter 5 and Chapter 6).
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CHAPTER 4
STUDY 2
PSYCHOLOGICAL ASPECTS OF CHD AMONG IN-HOSPITAL MALAYSIAN 
PATIENTS: A CROSS-SECTIONAL ANALYSIS
Aims
An aim of this cross-sectional study was to deteimine whether a model based on 
findings from studies in the West on psychological adjustment to CHD would be 
applicable in the Malaysian context. The study looked at the relationships between 
different psychological constructs (i.e. self-referent beliefs, pessimism, locus of control, 
coping styles) and emotional adjustment to CHD, immediately after a cardiac event 
while patients are still in the hospital. Another aim of this study was to determine the 
relationships between these psychological constructs and behavioural intentions; 
specifically intention to attend CRP and intention to seek alternative medicine to treat 
CHD.
The focus of the present chapter is to report the findings of Study 2 which looked at the 
psychological correlates of Malaysian patients immediately after their cardiac event.
The next chapter will look at whether these psychological constructs predict longer term 
CHD-related outcomes (Study 3).
4.0 Model and Hypotheses
Based on the literature review (Chapter 2), a model hypothesising the relationships 
between psychological variables and cardiac related outcomes was developed (see 
Figure 4.1). Broadly, the model predicts the longitudinal relationship between 
psychological variables assessed at the time of hospitalisation and emotional well­
being, functional status and quality of life up to six months post cardiac event.
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The model hypothesises that emotional well-being, functional status and quality of life 
among post Malaysian cardiac patients are predicted by self-referent beliefs, psychological 
constructs such as coping and locus of control and emotional status assessed during 
patients’ period of hospitalisation. These psychosocial variables are thought to be stronger 
predictors of emotional well-being and functional status for post cardiac patients, over and 
above sociodemographic variables.
The present chapter will analyse the concurrent relationships among variables at the period 
of hospitalisation. It will look at the cross-sectional relationships between 
sociodemographic factors, lifestyles, medical characteristics, self-referent beliefs, 
psychological constructs and intentions. These hypothesised relationships were based upon 
findings of studies conducted in the West.
The model proposes the following relationships: (1) sociodemographic characteristics such 
as age, gender and ethnicity and lifestyles are directly related to self-referent beliefs, (2) 
self-referent beliefs are related with each other, (3) self-referent beliefs are related with 
coping styles, loci of control and pessimism, (4) self-referent beliefs are directly related 
with intentions to attend CRP and to seek complementary medicine and (5) coping styles, 
loci of control and pessimism mediate the relationship between self-referent beliefs and 
negative affect.
Relating to the proposed relationship (1), it is hypothesised that older patients are more 
likely to report lower self-efficacy, diet efficacy and exercise efficacy than younger 
patients. Relating to the proposed relationship (2), self-efficacy is expected to coiTelate 
highly with diet efficacy and exercise efficacy. Relating to relationship (3), it is 
hypothesised that self-referent beliefs affect the way patients’ cope with their illness. Self- 
efficacy and self-esteem are expected to affect coping strategies with higher self-efficacy 
and self-esteem associated with more adaptive coping styles. Self-efficacy and self-esteem 
are also expected to influence the way patients attribute their recoveiy from their illness. 
These constructs are expected to be positively associated with internal control. Self-esteem
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is also expected to be associated with more pessimistic views of the future. Relating to 
relationship (4), it is hypothesised that self-patients with high general and specific self- 
efficacy are more likely to foim an intention to attend CRP. Self-referent beliefs are also 
hypothesised to influence intention to seek complementary treatment; patients with lower 
self efficacy are more likely to express intention to seek complementary treatment. Relating 
to the last proposed relationship (5), it is hypothesised that self-referent beliefs and 
psychological constructs predict negative affect experienced at the period of 
hospitalization. Coping styles, loci of contiol and pessimism are postulated to mediate the 
relationship between self-referent beliefs and patients’ affective status.
In short, the cross-sectional model hypothesises that stable self-referent constructs are 
predictors of affective status and behavioral intentions. Self-referent beliefs could directly 
predict behavioral intentions; the relationship could also be mediated by contextual 
psychological constructs such as coping styles and locus of control constructs. In order to 
explore the predictive utility of this model in explaining psychological correlates of 
immediate post-MI patients in Malaysia, the following research questions are posed.
4.1 Research Questions
1. Are the relationships among the measures of self-referent beliefs and psychological 
constructs the same for this Malaysian cardiac sample as in previous studies on Western 
samples?
2. Can intention to attend CRP be predicted fiom demographic variables, health-related 
lifestyles, self-referent beliefs and psychological constructs?
3. Can intention to seek alternative treatment be predicted from demographic variables, 
health-related lifestyles, self-referent beliefs and psychological constructs?
4. Can emotional well-being (i.e. anxiety and depression) be predicted from demographic 
variables, health-related lifestyles, self-referent beliefs and psychological constiucts?
5. Will self-referent beliefs have independent effects on emotional well-being and/or will 
their effects be mediated by psychological constructs?
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4.2 Methods
4.2.1 Participants
Recmitment of patients was conducted in two waves: Wave 1 (August to October 1997) 
and Wave 2 (March to July 1998). Eligibility criteria included a first or subsequent 
diagnosis of either MI, angina, percutaneous transluminal coronary angiography (PTCA) or 
coronaiy artery bypass graft (CABG), literate and/or speaks either Malay or English and is 
conscious.
4.2.1.1 Wave 1
Patients were recruited at 3 different hospitals (1 private and 2 public). Eighty patients who 
met the inclusion criteria were approached and only 32 (40%) participated (20 in private 
and 12 in public). Among the reasons for non-participation were refusal, transfeiTal for 
surgical procedures and lethargy.
Of the 32 patients, 27 were men and 5 were women with the age range of 31 to 72 years. 
The mean age of patients was 52.3 years (SD=10.96). Patients belonged to different ethnic 
groups: 20 (63%) were Malays, 3 (9%) Chinese, 8 (25%) Indians and 1 (3%) Sikh. Of the 
32, 20 reported religious affiliation with Islam, 5 with Christianity, 5 Hinduism and 2 
Buddhism. Patients’ working status was as follows: 20 were employed and the remaining 
12 were retired. Fifteen were classified as professionals or semi-professionals, 12 were 
labourers and 5 were self-employed.
4.2.1.2 Wave 2
Patients were recmited from one of the public hospitals attended in Wave 1. During the 4 
months period, 90 patients met the diagnosis of MI, angina, CABG or PTCA. Of these, 65 
(72%) patients participated in the study. Among the reasons for non-participation were 
refusal, tiansfenal for surgical procedures, lethargy and death.
Of the 65 patients, 61 were men and 4 were women. The age range was 32 to 76 years, the 
mean age was 52.6 years (SD=11.29). Thirty-five (54%) patients were Malays, 9 (14%)
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were Chinese, 20 (31%) were Indians and 1 (1%) Eurasian. Of the 65, 43 reported religious 
affiliation with Islam, 3 with Christianity, 11 with Hinduism and 8 Buddhism. Forty 
patients were currently employed, 6 were unemployed and the remaining 19 were retired. 
The socio-economic background of patients also varied: twenty (31%) were professionals 
or semi-professionals, 16 (25%) were self-employed and the remaining 29 (45%) were 
labourers.
4.2.2 Procedure |
Ethical approval was obtained from the Malaysian Ministiy of Health and the National I
Heart Institute prior to data collection at the hospitals (see Appendix 3). Data were
collected at two different times for both waves of patients: baseline data (Time 1) were
obtained in the cardiac care unit (CCU) while follow-up data (Time 2) were obtained 4 '
months following discharge from the hospital. Identical procedures were used for Wave 1
and Wave 2 participants. Methods and Results for the follow-up data (Time 2) are
described in Chapter 7.
Names of patients admitted to the cardiac care unit (CCU) and cardiac recoveiy ward 
(CRW) were made available by the ward sister. MI and angina patients were approached 3 
days after admission into the ward, while PTCA and CABG patients were approached 3 
days after surgery. Patients meeting the eligibility requirements were given a patient 
information sheet. If they agreed to participate, patients were asked to sign a consent fonn.
Patients were then asked whether they preferred to be interviewed or to complete the 
questionnaires themselves. Patients who preferred the latter were asked to complete the 
questionnaire in their own time and once completed, to return it to the researcher or the 
ward sister before their discharge. Interviews, on the other hand, took place in the CCU at a 
time convenient to the patient.
4.2.3 Measures
The instrument utilised at Time 1 (used as either an interview schedule or self-completion 
questionnaire) was made up of 6 main sections. One of the sections contained open-ended
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questions concerning perceptions of the cause of illness and alternative treatment, along 
with items on intentions to attend cardiac rehabilitation programme. Another section 
contained items on patients’ sociodemographic and medical backgrounds.
The main sections comprised scales measuring different psychological dimensions relating 
to responses to and recovery from illness. The scales used in this study have been found to 
be consistently reliable and valid when used among different patient populations. However, 
for the puipose of this study, not all of the original items of each scale were utilised. Items 
were carefully selected to ensure appropriateness and sensitivity to Malaysian patients. 
Additional items derived from other sources were also included in the existing scales (see 
Chapter 3 for review of item selection process). All items of each scale were back 
translated into Malay and English.
Two of the scales used were obtained from the Measures in Health Psychology; A User’s 
Portfolio (Weinman, Wright and Johnston, 1995). The scales were the Hospital Anxiety 
and Depression scale (Zigmond and Snaith, 1983) and the COPE Scale (Carver, Scheier 
and Weinfraub, 1989). The other scales were the General Self Efficacy scale (Sherer, 
Maddux, Mercadente et. ah, 1982), the Global Self Esteem scale (Rosenberg, 1985), the 
Helplessness scale (Beck, Weismann, Lester and Trexler, 1974) and the Recovery Locus of 
Control scale (Partridge and Johnson, 1989). Background information on the characteristics 
of the original scales have been discussed and their psychometric properties reported in 
Chapter 3. (See Appendix 4 for Time 1 questionnaire).
4.2.3.1 Sociodemographic information
Information on age, gender, ethnic group, religious affiliation, marital status, employment 
status and occupation were obtained. Medical information such as readings of cholesterol, 
triglyceride fasting, high density lipoprotein, low density lipoprotein and blood pressure, 
was noted from the patients’ medical charts, if available.
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4.2.3.2 The modified Hospital Anxiety and Depression scale (HAD)
All 14 items were used to measure anxiety and depression. Modifications were made to 2 of 
the items to ensure relevancy when used among Malaysians (i.e. items 7 and 14). The 
modified scale was found to be moderately reliable with a Cronbach alpha coefficient of 
.76 for anxiety and .66 for depression when assessed on healthy Malaysians (see Chapter
3).
Patients were asked to rate on a 5-point Likert scale based on the following instructions:
The following statements may describe your feelings since your first day o f admission to the 
hospital. Based on the scale below, please indicate the extent to which you experience those 
feelings.
The Likert rating scale ranged from 1 = “never”, 2 = “sometimes”, 3 = “uncertain”, 4 = 
“often” and 5 = “always”. Higher scores indicate higher depression or higher anxiety.
4.2.3.3 The modified COPE scale
Twenty four of the original 60 items were selected for the modified COPE scale used in 
this study. The sub-scales selected were active coping/planning, seeking emotional support, 
turning to religion and behavioral disengagement. Cronbach alpha coefficients obtained in 
Study 1 for the modified cope ranged fiom between .81 for active coping/planning, .77 for 
turning to religion and .77 for seeking support.
The instructions for the modified cope measure were as follows:
There are many ways o f dealing with difficult situations in life. We are interested in how 
you handle stressful life situations. Based on the scale below, please indicate the extent to 
which you use the following ways in dealing with life problems.
The Likert rating scale ranged fiom 1 = “never”, 2 = “sometimes”, 3 = “unsure”, 4 =
“often” and 5 = “always”. Higher scores indicate higher tendency to use the particular 
coping style.
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4.2.3.4 The modified General Self-Efficacy scale
Eight of the original 17 items were selected to derive the modified general self-efficacy 
measure. Four additional items assessing diet efficacy and exercise efficacy were 
formulated and included (e.g. “I think I can change my diet and eat healthy food and I think 
“I can do exercises”). The Cronbach alpha coefficient found in Study 1 for the modified 
general self-efficacy scale was .78.
The instructions for the self-efficacy measure were as follows:
We are interested in the way you perceive yourself. Based on the scale below, please 
indicate the extent to which you agree or disagree with each o f the following statements in 
describing your general views o f y  ourself.
Each item was rated on a 5-point Likert scale as follows, with higher scores indicating 
stronger self-efficacy:‘T ”= “strongly disagree”, “2” = “disagree”, “3” = “uncei1ain”„“4” = 
“agree” and “5” = “strongly agree”
4.2.3.5 The modified Global Self esteem scale
Eight items were selected to derive the modified self-esteem scale. This modified scale 
revealed a moderate internal consistency when used on healthy Malaysians in Study 1 
(Cronbach alpha coefficient of .64). It was also significantly conelated with the modified 
general self-efficacy scale (r = .54, p <.001) in Study 1.
The instructions and rating scale were as follows." We are interested in the way you 
perceive yourself. Based on the scale below, please indicate the extent to which you agree 
or disagree with each o f the following statements in describing your general views o f 
yourself.
Each item was rated on a 5-point Likert scale as follows, with higher scores indicating 
stronger self-efficacy:“ l ”= “strongly disagree”, “2” = “disagree”, “3” = “uncertain”„“4” = 
“agree” and “5” = “strongly agree”, with higher scores indicating stronger self-esteem.
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4.2.3.6 The modified Helplessness scale
All ten items from the original scale were used for the modified pessimism scale. Cronbach 
alpha coefficient obtained in Study 1 for this modified scale was .69.
Items were rated on a 5-point Likert scale with the following instructions:
The following are views people have o f their future. Based on the scale below, please 
indicate the extent to which you agree or disagree with each statement in describing your 
feelings and views about your future.
The Likert rating scale used was as follows: 1 = “strongly disagree”, 2 = “disagree”, 3 = 
“uncertain”, 4 = “agree” and 5 = “strongly agree”. Total scores are used as an index of 
pessimism; higher scores indicate more pessimistic views of respondents’ future well being.
4.2.3.7 The modified Recovery Locus of Control scale (RLC)
All 9 items from this scale were used, measuring internal control and external control.
Three additional items measuring “God locus of control” were constructed and included in 
the modified RLC scale for this study. The internal subscale had a moderate Cronbach 
alpha coefficient of .68 for internal locus of contiol when used on healthy Malaysians.
The following instiuctions were used for the new recovery locus of control scale: The 
following are statements other people have made about their recovery from their illness. 
Based on the scale below, please indicate the extent to which you agree or disagree with 
each statement in describing your views about your recovery.
Each item was rated on a 5 point Likert scale: 1 = “strongly disagree”, 2 = “agree”, 3 = 
“uncertain”, 4 = “agree” and 5 = “strongly agree”. Higher scores indicate stronger 
endorsement of a particular locus of control item.
4.3.2.8 Health-related lifestyles and medical information
Items assessing health-related lifestyles were also included in this study. Patients were 
asked whether they had exercised, eaten healthily and smoked before the onset of their
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illness. A dichotomous response set (0 = ‘No’ and 1 = ‘Yes’) was used. Patients’ medical 
data (e.g. total cholesterol, triglyceride fasting, high density lipoprotein, low density 
lipoprotein) were noted from the ward sister, when available.
4.3 Translation
All items were backtranslated by two bilingual Malaysian translators. Both languages, 
Malay and English were included in the questionnaire (see Chapter 3) .
4.4 A nalyses
A cross-sectional analysis of baseline Time 1 data was performed. Descriptive statistics for 
all patients (Wave 1 and Wave 2 combined) were obtained.
Two different methods were used to determine the components underlying 
multidimensional measures (i.e. RLC, HADS and the COPE): empirically by use of factor 
extr action and factor specification, and conceptually by forming scales based on the 
authors’ original theoretical constructs. The aim of these analyses was to determine whether 
comparable constructs to those used to assess psychological aspects of CHD in the West 
would be identified for Malaysian patients. Principal components analyses and oblique 
(Oblimin) rotation were first conducted on multidimensional scales to determine whether 
the components extracted were consistent with the existing theoretical constructs. Factors 
with an eigenvalues of 1 or more were retained, and items with factor loading of less than 
.30 were omitted. Missing data were replaced with means. In the factor specification 
analysis, solutions for different number of factors were examined: three components were 
specified for the RLC, two for the HAD scale and six for the COPE. The aim of specifying 
the number of components was to deteiTnine whether the factors extracted would be 
consistent with the theoretical constructs supposedly measured by each respective measure. 
Next, constructs were formulated conceptually. Cronbach alpha reliability coefficients of 
empirically derived and conceptually derived constructs were obtained and compared. 
Constructs with alpha coefficient less than .60 were excluded fiom further analyses. Items
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were also deleted if their deletion increased the Cronbach alpha value of the new scale. 
Selection of constructs (variables) to be used for further analyses was based on its 
Cronbach alpha coefficient, with minimal loss of items. Pearson correlation coefficients 
between independent and dependent variables were also obtained to ascertain the directions 
and strengths of their relationships.
Next, foi*ward logistic regressions were conducted to identify psychosocial factors that 
predicted intention to attend or not to attend rehabilitation programme and intention to seek 
alternative treatment or not. The iterative procedure was chosen because it allows for the 
contiol of criteria by which variables are entered and removed fiom the equation. A 
forward logistic regression enters the variables in the block one at a time based on the entiy 
criteria. The procedure terminates when all variables have been entered or when the 
likelihood ratio is non-significant for all variables that have not been entered.
Based on the hypothesised model (see section 4.0), a series of multiple regression analyses 
was performed to identify variables that possibly functioned as mediating variables 
between sociodemographic variables and self-referent beliefs (i.e. independent variables), 
and emotional well-being (i.e. outcome variables). Three steps are carried out in the 
analysis of mediating variables (for further discussion, see Baron and Kenny, 1986). Firstly, 
the independent variable has to significantly predict the hypothesised mediating variable. 
Next, the same independent variable also has to significantly predict the outcome variable. 
Lastly, both independent and the hypothesised mediating variables have to significantly 
predict the outcome variable. At this step, two criteria need to be met for a mediation to 
occur. Firstly, the hypothesised mediating variable has to significantly predict the outcome 
variable. Finally, the independent variable’s prediction of the outcome variable is reduced 
when entered together with the mediating variable.
4.5 Results
4.5.1 Demographic characteristics
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The sociodemographic characteristics of patients (Wave 1 == 32 and Wave 2 = 65) are 
summarised in Table 4.1. Of the 97 participants, 88 (91%) were men and 9 (9%) were 
women. Their mean age was 52.6 years (SD = 11.29) with an age range of 31 to 76 years. 
More than half of the patients belonged to the Malay ethnic group (56%), and the 
remainder 43 (44%) belonged to other ethnic groups such as Chinese, Indian and Eurasian. 
Nearly two-thirds (65%) of the patients reported affiliation with Islam, while the remaining 
34 patients (35%) were Buddhist, Hindu or Christian. The patients were representative of 
the general Malaysian population in teims of ethnicity and religious affiliation. The 
majority of patients were married (90%). Sixty two (64%) patients were employed at the 
time of the interview, while the remaining 35 (36%) were either unemployed or retired. 
Patients represented professionals and unskilled occupations about equally.
Table 4.1 Sociodemographic characteristics of patients (N = 97)
Sociodemographic Variables Mean (SD) or Frequencies (Percent)
Age 52.6 years (SD = 11.29)
Gender
Male 88 (91%)
Female 9(9%)
Ethnic group
Malay 54 (56%)
Other 43 (44%)
Religious affiliation
Islam 63 (65%)
Other 34 (35%)
Marital status
Married 87 (90%)
Widowed/Single 10 (10%)
Work status
Employed 62 (64%)
Not employed/retired 35 (36%)
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4.5.1.1 Medical indices
The medical characteristics of patients are summarised in Table 4.2. Of the 97 participants, 
35 (36%) were diagnosed with an acute myocardial infarction (AMI), 28 (29%) with an 
unstable angina (UA), 19 (20%) patients with an anterior infarct (AI) while the remaining 
15 (15%) were diagnosed with an interior infarct (II). Thirty-four (35%) patients had 
undergone surgery, either a PTCA or a CABG at the time of the inteiwiew. Medical indices 
such as triglyceride fasting, total cholesterol, high density lipoprotein, low density 
lipoprotein and blood pressure reflected those of the Malaysian cardiac patient population 
(Khor, 1994).
Table 4.2 Patients’ medical indices (N = 97)
Medical index Mean (SD) or Frequencies (Percent)
Type of CHD
Acute Myocardial Infarction (AMI) 35 (36%)
Unstable Angina (UA) 28 (29%)
Anterior Infarct (AI) 19 (20%)
Interior Infarct (II) 15 (15%)
Triglyceride Fasting (mmol/1) 1.76(1.30)
Cholesterol (mmol/1) 5.76(1.48)
High Density Lipoprotein (mmol/1) 1.21 (0.40)
Blood Pressure (mmHg) 73/117(12/18)
An independent samples t-test was conducted to compare medical indices between Malays 
and non-Malays. A significant difference was obtained between Malays and non-Malays in 
their triglyceride fasting reading (t = -2.41, df = 45, p <.05), with non-Malays having a 
higher reading of ti'iglyceride fasting than Malays. However, the difference was no longer 
significant when the Bonferroni correction procedure was applied.
99
4.5.1.2. Lifestyle Characteristics
Fifty-two (54%) of patients currently smoked. The mean number of cigarettes smoked per 
day was 13.3 (SD = 15.05). About a third of the sample (37 %) reported eating a healthy 
diet (e.g. less oil in cooking, ate more vegetables) and similar percentage (36%) exercised 
once or more eveiy week. No significant relationships were obtained between health- 
related lifestyles; patients who smoked were as likely to exercise as patients who did not 
smoke (see Table 4.3).
Table 4.3a Association between smoking and exercise
Smoking Exercise df P
No Yes
Yes
No
35 (36%) 
27 (28%)
17(18%)
18(19%)
Total 62 (64%) 35 (36%) .45 1 n.s.
Table 4.3b Association between smoking and diet
Smoking Diet df P
No Yes
Yes
No
32 (33%) 
29 (30%)
20 (21%) 
16(16%)
Total 61 (63%) 36 (37%) .09 1 n.s.
Table 4.3c Association between exercise and diet
Exercise Diet X2 df P
No
No
Yes
Yes 
43 (44%) 
18(19%)
19 (20%) 
17(17%)
Total 61 (63%) 36 (37%) 3.08 1 n.s.
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A healthful lifestyle index was constructed by scoring 1 for each healthy behaviour 
endorsed. For instance, ‘not smoking’ earned 1 point. Thus this index ranged from 0 - 3 (0 
= ‘not at all healthful’ to 3 = ‘veiy healthful’). The mean for the sample was 1.20 (SD = 
.90), with only 9% of the patients leading ‘very healthy’ lifestyles (see Table 4.4).
Table 4.4 Percentages of patients in different health-related lifestyles 
categories
Lifestyle Variables Frequencies
(Percentages)
“Do you eat a healthy diet?”
No 61 (63%)
Yes 36 (37%)
“Do you exercise?”
No 62 (64%)
Yes 35 (36%)
“Do you smoke?”
Yes 52 (54%)
No 45 (46%)
“Healthful Lifestyles”
Not at all healthful 23 (24%)
Somewhat healthful 41 (42%)
Fairly healthful 24 (25%)
Very healthy 9 (9%)
4.5.2 Derivation of constructs
The aim of this analysis was to derive constructs that would be used as independent 
variables for further analyses. Two different approaches were utilised to derive constiucts 
from the multidimensional measures used in this study (e.g. RLC, HADS, COPE): 
empirical and conceptual.
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Empirically derived constructs were obtained by correlating all items of a measure and 
conducting a factor analysis using Principal Components and Oblimin rotation. Separate 
analyses were conducted for each measure, first for the RLC, followed by the HADS and 
then the COPE. The aim of these analyses was to deteraiine empirically the number and 
pattern of constiucts and to compare these constiucts with those originally developed by the 
measures’ respective authors. Table 4.5a provides the factor loadings for each item on the 
factor on which it loaded most highly.
4.5.2.1 Factor extraction
4.5.2.1.1 The modified RLC scale
Four factors were extracted, accounting for 77% of the variance. Factor 1 consisted of five 
items, factor 2 of three items, factor 3 of three items and factor 4 of one item. The item 
which loaded on factor 4 was expected to load on factor 1. The first 3 factors were labelled 
‘internal locus of control’, ‘God locus of control’ and ‘doctor locus of control’, 
respectively.
4.5.2.1.2 The modified HAD scale
Three factors were extracted. Only two of these were interpretable: Factor 1, ‘anxiety’, 
accounting for 46% of the variance and factor 2, ‘depression’, accounting for 11% of the 
variance. The third factor consisted of only one item. Only eight items loaded as expected. 
For instance, ‘anxiety’ consisted of three items belonging to HAD’s original ‘depression’ 
construct.
4.5.2.1.3 The modified COPE scale
Nine factors were extracted, which together accounted for 74% of the variance. However, 
the pattern of item loadings was not consistent with the authors’ original constructs. Six of 
the extracted factors were theoretically interpretable: ‘turning to God’, ‘giving up’, ‘active 
coping’, ‘passive coping’ ‘denial’ and ‘seeking emotional support’ accounting for 12%, 
10%, 8%, 7%, 6% and 5% of the variance, respectively.
Table 4.5a Empirically derived constructs with factor loadings
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Item Factor Loading
Recovery Locus of Control scale
Factor 1: internal
“What I do to help myself will determine ...”
“My efforts are important...”
“It’s up to me to make sure that I recover ...”
“ ... depends on myself, not what others ...”
“My recovery depends on me, not on what other ...’
.91
.85
.80
.71
.68
Factor 2: God
“It’s God’s will which will determine ... recovery’ 
“My recovery depends on the will of God”
“God will take care of my health”
.92
.90
.85
Factor 3: Doctor
“I will recover if I follow doctor’s orders”
“It depends on doctors and nurses ...”
“My recovery is beyond my control, ... doctors’
.90
.90
.52
Factor 4:
Tt doesn’t matter how much help I ge t...” .92
H ospital Anxiety and Depression scale
Factor 1 : Anxiety
“Worrying thoughts go through my mind”
“I get a sort of frightened feeling ...”
“I feel tense or wound up”
“I can sit at ease and feel relaxed”
“I get .. .butterflies in the stomach”
“I get sudden feelings of panic”
“I feel cheerful”
“I still enjoy the things I used to enjoy”
Factor 2: Depression
“I have lost interest in my appearance”
“I can enjoy a good book or radio or TV...” 
“I look forward with enjoyment to things”
“I can laugh and see the funny side of things’ 
“I feel as if I am slowed down”
.90 
.90 
.88 
.19 R 
.76 
.64 
.55 R 
.55 R
.11 
.16 R 
.69 R 
.41 R 
.40
Factor 3:'
“I feel restless as if I have to be on the move’ .71
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COPE scale
Factor 1:*
“I ask people who have had similar experience ...” ,73
“I make a plan of action” .43
Factor 2: Turning to Religion/God
“I put my trust in God” .90
“I seek God’s help” .86
“I try to find comfort in my religion” .68
Factor 3: Giving up
“I just give up trying to reach my goal” .84
“I admit to myself that I can’t deal with i t .. .give up” .69
“I give up in trying to get what I want” .62
“I try to get emotional support from friends ...” .47 i?
Factor 4: Active/Effort
“I think about how I might best handle ... problem” .87
“I concentrate my efforts ... doing something ...” .51
“I get used to the idea that it happened” .47 R
Factor 5;
“I think hard about what steps to take” .82 R
“I do what has to be done, step by step” .71 ^
“I refuse to believe that this has happened” .44
Factor 6: Denial
“I act as though it hasn’t even happened” .81
“I pretend that it hasn’t really happened” .81
Factor 7: ‘
“I pray more than usual” .82
“I take a direct action to get around the problem” .65 R
Factor 8: Seeking emotional support
“I discuss my feelings with someone” .82
“I reduce the amount of effort into solving the 
problem” .58 i?
“I feel a lot of emotional distress ...” .57
Factor 9:'
“I accept this has happened and that it cannot be
changed” .91
“I say to myself that this isn’t real” .54 R
* Factors that could not be inteipreted 
R Reverse scoring
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The lack of clear, interpretable factors as well as the exclusion or loss of many items led to 
the use of factor specification. The aim was to compare which method would yield more 
reliable constructs. It was also performed to see whether the extracted factors were 
comparable with constructs of the original measures. The rotated solution limited to a 
specific number of factors was examined for each of the measures. Table 4.5b provides the 
factors specified for each measure with their respective item loadings greater than .30. as 
well as their respective Cronbach alpha coefficients.
4.5.2.2 Factor specification
4.5.2.2.1 The modified RLC
The three factors extiacted accounted for 68% of the variance. Factor loadings showed that 
although all three factors were inteipretable, two of the items did not belong conceptually 
to the factors on which they loaded. For instance, Factor 1 which could be labelled as 
‘internal’ contained item 10, “My recovery is beyond me, it all depends on the doctor”.
4.5.2.2.2 The modified HAD scale
The two factors specified for the HAD scale accounted for 57% of the variance. The factors 
were labelled as ‘depression’ and ‘anxiety’. All items loaded on to the original constructs 
developed by the authors.
4.5.2.2.3 The COPE scale
The rotated solution limited to six factors was examined for the modified COPE. The six 
factors accounted for 59% of the variance. Although some of these factors were generally 
interpretable, factor loadings showed that many of the items did not conceptually belong to 
the factors on which they loaded. For instance. Factor 3 contained two items of ‘denial’ and 
two of ‘behavioural disengagement’ (e.g. “I refuse to believe that it has happened” and “I 
admit to myself that I can’t deal with it and give up trying”). Factor 4, labelled as ‘seeking 
emotional support’ contained item 9, “I get used to the idea that it happened”.
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Table 4.6 Specified constructs, factor loadings and Cronbach alpha 
coefficients
Item Factor Loading
Recovery Locus o f Control scale
Factor 1: internal (a = .91)
“What I do to help myself will determine ...”
“My efforts are important...”
“It’s up to me to make sure that I recover ...”
“ ... depends on myself, not what others ...”
“My recovery depends on me, not on what other ...’ 
“My recovery is beyond me; ... up to the doctors”
.91
.82
.81 
.77 
.69 
.45 i?
Factor 2: God (a = .87)
“It’s God’s will which will determine ... recovery” 
“My recovery depends on the will of God”
“God will take care of my health”
Factor 3: Doctor (a = .63)
“It depends on doctors and nurses ...”
“I will recover if I follow doctor’s orders”
“No matter how much help I get, ... my own efforts’
Hospital Anxiety and Depression scale
Factor 1: Depression (a = .86)
“I can laugh and see the funny side of things”
“I look forward with enjoyment to things”
“I can enjoy a good book or radio or TV ...”
“I still enjoy the things I used to enjoy”
“I feel cheerful”
“I have lost interest in my appearance”
“I feel as if I have slowed down”
.91
.87
.87
.88
.87 
.46 i?
.80 i? 
.79 R 
.75 R 
.72 R 
. 6SR 
.45 
.38
Factor 2: Anxietv (a = .88)
“Worrying thoughts go through my mind’ 
“I feel tense or wound up”
“I get a sort of frightened feeling ...”
“I g e t... butterflies in the stomach”
“I get sudden feelings of panic”
“I can sit at ease and feel relaxed”
.83
.77
.76
.64
.56
.SIR
COPE scale
Factor 1: Active coping fa = .36)
“I make a plan of action”
“I concentrate my efforts on doing something
.75
.73
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“I take a direct action to get around the problem”
“I think about how I might best handle the problem” 
“I give up the attempt to get what I want”
Factor 2: Turning to God ta  = .67)
“I put my trust in God”
“I seek God’s help”
“I try to find comfort in my religion”
“I pray more than usual”
Factor 3: Denial/Giving u p  ( a  = .74)
“I refuse to believe that it has happened”
“I say to myself that this isn’t real”
“I admit to myself that I can’t deal with it... give up’ 
“I just give up trying to reach my goal”
.63
.62
AAR
.86
.86
.73
.40
.80
.69
.65
.63
Factor 4: Emotional support (a = .59)
“I try to get emotional support from friends ., 
“I feel a lot of emotional distress ...
“I discuss my feelings with someone”
“I get used to the idea that it happened”
“I ask people .. .had similar experiences ...”
Factor 5: Denial (a = .61)
“I act as though it hasn’t even happened”
“I pretend that it hasn’t really happened”
.70 i? 
.62 R 
.57 R 
.45 R 
.43 R
. S 3 R  
.71 R
Factor 6: Passive coping (a = .52)
“I think hard about what steps to make”
“I do what has to be done, one step at a time”
“I reduce my amount of effort.. .into solving the 
problem”
“I accept that this has happened ... can’t be changed’
.70 R 
.66 R
.63
.45
R Reverse Scoring
Given a clearer pattern of constructs from the factor specification method as well as high 
Cronbach alpha coefficients, the factors derived for the HAD scale were retained for further 
analyses. However, given the absence of factor comparability for the RLC, and lack of 
interpretability and generally low Cronbach alpha coefficients for the COPE, a more 
conceptual approach was taken to identifying the constructs of these two measures. These
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constructs are made up of items consistent with the authors’ original constructs. For 
instance, constructs derived for the COPE were “active coping”, “turning to God”, “giving 
up”, “denial” and “social support”. “Active coping” was composed of items such as “I take 
a direct action to get around the problem”, “I do what has to be done, one step at a time” 
and “I concentrate my efforts in doing something about it”. Meanwhile, “giving up” was 
made up of “I admit to myself that I can’t deal with it and give up trying” and “I just give 
up trying to reach my goal”. Table 4.7 presents the items of each conceptually derived 
constructs.
Table 4.7 Items for conceptually-derived constructs 
Item
Recovery Locus of Control scale
Factor 1: internal
“What I do to help myself will determine whether I recover from this illness or not”
“My efforts are important...”
“It’s up to me to make sure that I recover from this illness”
“My recovery depends on myself, not on other ...”
“My recovery depends on me, not on what other people can do for me”
“No matter how much help I get, in the end its my own efforts that count”
Factor 2: God
“It’s God’s will which will determine ... recovery’ 
“My recovery depends on the will of God”
“God will take care of my health”
Factor 3: Doctor
“It depends on doctors and nurses ...”
“I will recover if I follow doctor’s orders”
“My recovery is beyond me; ... up to the doctors”
Hospital Anxiety and Depression scale
Factor 1: Depression
“I can laugh and see the funny side of things”
“I look forward with enjoyment to things”
“I can enjoy a good book or radio or TV programme’ 
“I still enjoy the things I used to enjoy”
“I feel cheerful”
“I have lost interest in my appearance”
“I feel as if I have slowed down”
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Factor 2: Anxietv
“Wonying thoughts go thiough my mind”
“I feel tense or wound up”
“I get a sort of frightened feeling as if something awful is about to happen” 
“I get a sort of a frightened feeling like butterflies in the stomach”
“I get sudden feelings of panic”
“I can sit at ease and feel relaxed”
COPE scale
Factor 1: Active coping
“I make a plan of action”
“I concentrate my efforts on doing something about it”
“I take a direct action to get around the problem”
“I do what has to be done, one step at a time”
Factor 2: Turning to God 
“I put my trust in God”
“I seek God’s help”
“I try to find comfort in my religion”
Factor 3: Denial
“I refuse to believe that it has happened”
“I say to myself that this isn’t real”
“I pretend that it hasn’t really happened”
“I act as though it hasn’t even happened”
Factor 4: Emotional support
“I try to get emotional support from friends and relatives”
“I feel a lot of emotional distress and I find myself expressing those feelings a lot’ 
“I discuss my feelings with someone”
“I ask people who have had similar experiences what they did”
Factor 5: Giving up
“I give up the attempt to get what I want”
“I accept that this has happened and that it can’t be changed”
“I just give up trying to reach my goal”
“I reduce the amount of effort I’m putting into solving the problem’
Next, constructs for the unidimensional measures (i.e. self-efficacy, self-esteem and 
pessimism) were formulated and computed. Cronbach alpha coefficients for all constructs, 
both empirically (i.e. the HAD) and conceptually (i.e. RLC and the COPE) derived were
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computed and compared. Scale scores were means based on summing the items and 
dividing by the number of items in each scale. Reliability analyses showed that all 
constructs had acceptable to good internal reliability, ranging from .61 to .93. Table 4.8 
lists the new constructs or variables and their respective Cronbach alpha coefficients.
Table 4.8 Modified constructs and Cronbach alpha coefficients
Constructs/V ariables Number of items Cronbach alpha
Self-Efficacy 8 .88
Self-Esteem 8 .82
Exercise Efficacy 2 .87
Diet Efficacy 2 .69
Internal Locus of Control 6 .93
God Locus of Control 3 .87
Doctor Locus of Control 3 .76
Pessimism 10 .84
Anxiety 7 .88
Depression 7 .86
Active Coping 4 .73
Giving Up 3 .69
Turning to God 3 .81
Denial 4 .62
Seeking Support 4 .61
4.5.3 Descriptive statistics
Self-referent constructs were slightly skewed, reflecting desirability (Shapiro-Wilk ranging 
from = .78 for exercise efficacy to .85 for self-efficacy, df = 28, p = .01). Two of the loci of 
control variables as well as two coping styles were also marginally skewed (Shapiro-Wilk 
ranging from = .70 for God locus of control and Shapiro-Wilk = .87 for denial, df = 28, p = 
.01). However, the skewness of these constructs was deemed not sufficient to require
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iTansfomiation. All remaining constmcts were noimally distiibuted. Table 4.9 summarises 
the descriptive statistics for all constructs.
Table 4.9 Means and standard deviations for modified constructs
Independent Variables Mean (SD) Rating scale (1 to S)
Self-Efficacy 3.70 (0.96) 5 = strongly agree
Self-Esteem 4.12(0.73) same as above
Exercise Efficacy 4.27 (0.84) same as above
Diet Efficacy 4.23 (0.85) same as above
Internal Locus of Control 3.23(1.10) 5 = strongly agree
God Locus of Control 3.58 (0.89) same as above
Doctor Locus of Conti ol 3.94(1.03) same as above
Pessimism 1.77 (0.55) 5 = strongly agree
Anxiety 2.55 (1.06) 5 = always
Depression 1.97 (0.73) same as above
Active Coping 4.08 (0.77) 5 = always
Giving Up 1.93 (0.93) same as above
Turning to God 4.74 (0.52) same as above
Denial 2.23 (1.00) same as above
Seeking Support 3.70 (0.81) same as above
In general, patients in this study had positive perceptions of themselves and attributed their 
recoveiy highly to doctors. The pattern of coping adopted by these patients was positive; 
they were more likely to be actively engaged in trying to adapt to their illness as well as
I l l
turning regularly to religion and/or God to cope with their CHD. Patients also reported 
relatively low levels of anxiety and depression.
4.5.4 Bivariate associations
Bivariate analyses were perfomied to identify the direction and strengths of associations 
among all the independent and dependent variables: demographics, health-related lifestyles, 
medical indices, self-referent beliefs, psychological constructs, emotional well-being and 
behavioural intentions.
4.5. 4.1 Demographics, health-related lifestyles and medical indices 
The pattern of relationships among demographic variables revealed the following 
significant associations: age and work status (r = -.64, p <.001), age and marital status (r = 
.61, <.001) and gender and marital status (r = .36, <.001). Older patients, and women 
patients, were more likely to be mairied. Older patients were also more likely to be either 
unemployed or retired.
No significant relationships were obtained among health-related lifestyle variables (see 
Table 4.3). Significant relationships were obtained, however, between smoking and the 
following demographic variables: age (r = .70, <.001), gender (r = .34, <.001), ethnic group 
(r = -.25, p <.05) and work status (r = -.33, p <.005). These patterns of relationships suggest 
that patients who smoked were most likely to be younger, employed Malay men. Neither 
diet nor exercise was significantly associated with any sociodemographic variables.
None of the medical indices were significant correlates of each other. Several significant 
relationships were obtained for medical indices and sociodemographic variables. Age was 
significantly associated with triglyceride fasting index (r = -.34, <.05), high density 
lipoprotein (r = .38, p <.05) and systolic blood pressure (r = .32, p <.05). Older patients 
were more likely to have lower triglyceride fasting index, higher high density lipoprotein 
and higher systolic blood pressure. High density lipoprotein was also found to be 
significantly associated with ethnicity, gender and work status; unemployed, female and
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non-Malay patients were more likely to have higher high density lipoprotein readings.
None of the medical indices was significantly associated to smoking, diet or exercise.
4.5.4.2 Self-referent beliefs
Self-esteem and self-efficacy were highly correlated (r = .69, p <.01), indicating that higher 
self-worth is associated with stronger perceptions of ability to perfoim difficult tasks. 
General self-efficacy was also strongly associated with exercise efficacy and diet efficacy 
(r = .58, p <.01 and r = .36, p <.01, respectively). Interestingly, exercise efficacy was not 
significantly associated with diet efficacy (r = .27, n.s.). Neither exercise efficacy nor diet 
efficacy was significantly related to self-esteem.
4.5.4.3 Psychological constructs
Internal locus of contr ol was significantly related to the other two loci of control constr ucts. 
Interestingly, a positive relationship between God locus of control and internal locus of 
control was found (r =.56, p<.01), contrary to existing literature. This relationship suggests 
that the higher the internal attribution of control over recovery from CHD, the stronger the 
attribution of control to a supernatural entity.
Giving up was significantly negatively associated with active coping (r = -.41, p <.01); the 
former was also positively associated with denial (r = .26, p <.01). Except for active coping 
(r = -.37, p<.01), no other coping strategy was sigrrificantly correlated with pessimism. 
More active coping was associated with less pessimism. No significant relationship was 
found between God locus of control and turning to God or religion as a coping strategy.
4.5.4.4 Self-refererrt beliefs and psychological constmcts
The pattern of relationships among the psychological variables (i.e. self-referent beliefs and 
psychological constructs) was consistent with relationships amorrg psychological variables 
of earlier studies on patients with CHD in the West. The correlation coefficients ranged 
from between r = -.00 to r = .61.
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Both self-effîcacy and self-esteem were significantly related to pessimism (r = -.61, p <.01 
and r = -.46, p <.01, respectively): the stronger the perceptions of patients’ worth and 
abilities, the less pessimistic they are about their future. Self-esteem was significantly 
correlated with all loci of control constructs: internal locus of control (r = .33, p <.05), God 
locus of control (r = .32, p <.01) as well as doctor locus of control (r = .28, p <.01), all in 
the positive direction. Higher self-efficacy and higher self-esteem were significantly 
associated with more active coping ( r = .39, p<.01 and r = .29, p <.05, respectively).
4.5.4.5 Demographics, health-related lifestyles, medical indices, self-referent beliefs and 
psychological constructs
A significant relationship was found between age and exercise efficacy (r = -.47, p<.01), 
suggesting that older people were less likely to perceive themselves able to cany out 
physical activities. No other sociodemographic variable was significantly associated with 
self-referent beliefs variables.
Significant associations were obtained between ethnicity and God locus of control (r = -.26, 
p <.01), between work status and pessimism (r = -.24, p <.01), between gender and seeking 
support (r = .35, p <.01) and between marital status and active coping (r = .33, p <.05). The 
pattern of associations imply the following: Malays, rather than non-Malays, were more 
likely to attribute control over recovery to God, employed patients were less pessimistic of 
their future, women were more likely to seek support to cope with their illness and mairied 
patients were more likely to adopt active coping strategies in dealing with their CHD.
Bivariate associations between health-related lifestyles and psychological constructs show 
that patients who exercised were less pessimistic of their future (r = -.21, p <.05) and 
patients who smoked were less likely to attribute their recovery to God (r = .33, p <.05). No 
other significant relationships between health-related lifestyles and psychological 
constructs were obtained.
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4.5.4.Ô Demographics, health-related lifestyles, medical indices, self-referent beliefs, 
psychological constructs and behavioural intentions
Results indicate that there were no significant relationships between intention to attend 
rehabilitation programme across age, gender and marital status. A significant relationship 
was found, however, for working status, with employed patients more likely to report 
intention to join a CRP (r = .28, p <.01).
Two of the self-referent beliefs variables correlated significantly with intention to attend 
CRP; self-efficacy (r = .75, p <.01) and exercise efficacy (r = .63, p <.01). The pattern of 
relationships suggests that patients who were confident of their abilities to perform 
different tasks and to exercise were more likely to intend to join CRP.
Neither the loci of control constructs nor the coping styles constructs were significant 
correlates of intention to attend CRP. However, a significant relationship was found 
between pessimism and intention to join CRP (r = -.42, p<.01); patients who were 
pessimistic of their future were less likely to intend to join a rehabilitation programme.
Some significant associations were obtained for intention to seek alternative treatment. 
Significant relationships were obtained for age, ethnicity as well as working status and 
intention to seek alternative treatment (r = .22, p <.01, r = -.23, p <.05 and -.31, p <.01) 
with older, retired Malay men being more likely to express intention to seek 
complementary medicine for their CHD. None of the self-referent beliefs variables nor the 
psychological constructs were significantly correlated to intention to seek alternative 
medicine.
4.5.4.7 Demographics, health-related lifestyles, medical indices, self-referent beliefs, 
psychological constmcts and emotional well-being
Age as well as gender were significant correlates of anxiety (r = -.21, p <.05 and r = .23, p 
<.05), suggesting that older, women patients were more likely to be anxious. None of the 
health-related lifestyles was significantly associated with either emotional well-being 
variables.
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Self-effîcacy and self-esteem were significantly related to anxiety (r = -.40, p <.01 and r = - 
.30, p <.01, respectively), both in the negative direction. These relationships indicate that 
the higher the confidence and self-worth, the less anxious and depressed patients felt. Self- 
effîcacy but not self-esteem was significantly related to depression (r = -.36, p <.01). 
Exercise efficacy was also significantly related to depression (r = -.33, p <.05).
As predicted, pessimism was significantly related to both anxiety and depression (r =.57, p 
<.01 and r =.49, p <.01, respectively); the more pessimistic patients are about their future, 
the stronger the anxiety and depression. Giving up was positively coiTelated with 
depression (r = .33, p <.01) while active coping was associated negatively with anxiety (r = 
-.26, p <.05), suggesting that patients who gave up in their attempt to cope with their illness 
were more likely to be depressed while patients who actively sought ways to deal with their 
illness were less likely to experience anxiety.
Two loci of control variables were significant conelates of depression: God locus of control 
(r = .30, p <.01) and doctor locus of contiol (r = -.24, p <.01). Patients who strongly 
attributed recovery to God were more likely to experience depression (r = .30, p <.01) but 
not patients who strongly attributed their recovery to doctors and/or other health 
professionals. Internal locus of control did not significantly correlate with either anxiety or 
depression. See Appendix 5 for a correlation table of all psychological constructs.
4.5.5 Predicting intention to join CRP
The most likely response to the question as to whether patients were willing to attend a 
CRP, if available, was “No” (65%), followed by “Yes” (35%) (%^  = 8.67, df = 1, p <.005).
Table 4.10 Intention to attend CRP
Frequencies (Percentages)
Will you attend CRP?
No 63 (64%)
Yes 34 (35%)
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A foiv/ard logistic regression was performed to predict intention to attend CRP from 
demographics, health-related lifestyles, self-referent beliefs and psychological constmcts. 
Based on the bivariate associations analyses, only variables which significantly correlated 
with intention to attend CRP were entered as independent variables: working status, 
smoking, self-efficacy, exercise efficacy and pessimism. The results show that self-efficacy 
and exercise efficacy significantly predicted intention to attend CRP (OR = 1.24, Cl = 1.03- 
1.48 and OR = 2.52, Cl = 1.11 - 5.73, respectively). Patients with stronger global self- 
efficacy were nearly twice more likely to express intention to attend CRP. Patients with 
stronger efficacy in carrying out physical activities were twice more likely to express 
intention to attend CRP. Table 4.14 summarises the results of logistic regression analysis 
for intention to attend CRP.
Table 4.11 Prediction of intention to attend CRP
Independent Variables 6 SE P ExpB C l (95%)
Self-Efficacy .22 .09 <.05 1.24 1.03 - 1.48
Exercise Efficacy .92 .42 <.05 2.52 1.11 -5.73
4.5.6 Predicting intention to seek alternative treatment
Similarly, a foi*ward logistic regression was perfoimed to predict intention to seek 
alternative treatment from demographics and psychological variables. Only significant 
conelates of intention to seek alternative treatment were entered as independent variables 
(i.e. age, ethnicity, working status and smoking). Working status significantly predicted 
intention to seek alternative treatment, with patients who were retired and/or unemployed 
were 12 times more likely to express intention to seek alternative medicine than currently 
employed patients (OR = 12.18, Cl = 0.76 - 195.2). Malays were 10 times more likely than 
non-Malays to express intention to seek complementaiy medicine (OR = 11.5, Cl == 1.32 - 
99.65).
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Table 4.12 Prediction of intention to seek alternative treatment
Independent Variables B SE P ExpB C l (95%)
Work Status 2.50 1.41 <.05 12.2 0.76- 195.2
Ethnicity -2.44 1.10 <.05 11.5 1.32- 99.6
4.5.7 Predicting emotional well-being from demographics, self-referent beliefs and 
psychological constructs
Two separate stepwise multiple regressions were performed to predict emotional well­
being; first for anxiety, then for depression. Only significant correlates of anxiety and 
depression were used as predictor variables.
Age, gender, self-efficacy, self-esteem and pessimism were entered as independent 
variables to predict anxiety. The results show that pessimism and gender significantly 
predicted anxiety, accounting for 32% of the variance. Stronger perceptions of pessimism 
about the future ((3 = .52, p < .001) and being women ((3 = .24, p <.01) predicted the 
likelihood of experiencing anxiety.
For depression, self-efficacy, exercise efficacy, pessimism, God locus of contiol, doctor 
locus of control, active coping and giving up were entered as predictor variables. The 
results revealed that pessimism and God locus of control significantly predicted depression, 
accounting for 33% of the variance. Stronger pessimistic views of the future ((3 = .50, p 
<.001) as well as attributing recoveiy to God ((3 = .28, p <.005) predicted the likelihood of 
experiencing depression. Table 4.13 summarises the results of regression analyses on 
anxiety and depression.
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Table 4.13 Prediction of emotional well-being from demographics, self-referent 
beliefs and psychological constructs
P t P r 2 Adj. r 2 F p
Anxiety .32 .31 22.6 <.001
Pessimism .52 6.14 <.001
Gender .24 2.82 <.01
Age -.16 -1.82 n.s.
Self-Efficacy -.12 -1.18 n.s.
Self-Esteem -.03 -0.29 n.s
Depression .33 .32 23.4 <.001
Pessimism .50 5.87 <.001
God Locus of Control .28 3.29 <.005
Self-Efficacy -.18 -1.76 n.s.
Exercise Efficacy -.11 -1.29 n.s.
Doctor Locus
of Control -.15 -1.81 n.s.
Active Coping .05 0.58 n.s.
Giving Up .10 1.14 n.s.
Based on the results of the regression analyses above, no mediating analysis was perfoiTned 
because the assumptions of mediation were not met. For example, no psychological 
constmcts predicted anxiety; therefore, self-referent constmcts acted as direct predictors of 
anxiety. It was also expected that locus of control to God would mediate the relationship 
between self-efficacy and depression. However, mediation analysis revealed that self- 
efficacy did not significantly predict God locus of control. This relationship did not meet 
the first criteria suggested by Baron and Kenny (1986), hence further analyses were 
terminated.
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4.6 Discussion
This cross-sectional study was a part of a longitudinal study examining the psychological 
constmcts associated with CHD among Malaysians. An aim of this cross-sectional study 
was to determine whether a model based on findings from studies in the West on 
psychological adjustment to CHD would be applicable in the Malaysian context. 
Specifically, the study looked at the relationships between different psychological 
constmcts (i.e. self-referent beliefs, pessimism, locus of control, coping styles) and 
emotional adjustment to CHD. Another aim of this study was to determine the relationships 
between these psychological constmcts and behavioural intentions; specifically intention to 
attend CRP and intention to seek alternative medicine to treat CHD.
4.6.1 Demographic characteristics and health-related lifestyles among Malaysians: an 
overview
Patients in this study were primarily younger, married, employed Malay men. The 
sociodemographic patterns of this Malaysian cardiac sample in part reflect those of the 
Malaysian cardiac population. The average age of CHD onset among Malaysians in this 
study was 52.6 years which is comparable with the age of onset that of the Malaysian 
cardiac population. The proportion of Malays hospitalised with CHD in this study is the 
highest among the three main ethnic groups, the other two being Chinese and Indians. 
However, this finding does not replicate the proportion of Malays with a CHD in the 
general Malaysian cardiac population. According to the Malaysian Department of Statistics 
(Ministry of Health, 1996), the highest prevalence of CHD was among the Indians (33%) 
followed by Malays (25%) and Chinese (25%).
The higher proportion of Malays hospitalised for CHD in this study could be attributed to 
several risk factors not assessed in this study. For example, obesity, which is associated 
with dietary intake (e.g. elevated blood lipids and blood glucose) is most prevalent among 
Malays, with as many as 37% of Malays in the general population being overweight (BMI 
= 25 -30) compared to 21% among the Chinese and 32% among the Indians (Teo, Chong
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and M. Zaini, 1988; c.f. Khor, 1994). It has also been reported that Malay men has the 
highest prevalence for hypertension (diastolic pressure > 95mmHg) and elevated 
triglycrides (> 190 mg/dl) compared to Chinese and Indian men (Kandia, Lekhra,
Paranjothy and Ajeet, 1980; c.f. Khor, 1994). Serum cholesterol level also tends to be 
higher among Malays than Chinese (236 mg/dl vs. 227 mg/dl). However, the present study 
failed to find any significant differences in medical indices between Malays and non- 
Malays, although a slight difference in triglyceride level was observed.
4.6.2 General psychological characteristics of Malaysian cardiac patients 
Cardiac patients in this study showed relatively healthy patterns of psycho-social 
characteristics. In general, they reported high self-esteem; they were confident of their self- 
worth and value. They were also not particularly pessimistic of their future, despite being 
hospitalised for CHD. Malaysian patients in this study reported relatively low levels of 
negative emotions in reaction to their illness. The pattern of coping adopted by these 
patients was positive; they were more likely to be actively engaged in trying to adapt to 
their illness. They also turned regularly to religion and/or God to cope with their CHD.
The findings on the levels of psychological characteristics of patients in this study do not 
conclusively support the general findings of many studies done in Western societies. 
Depression is highly prevalent among cardiac patients in the West, with one study reporting 
about 20% of patients suffering fr om moderate to severe levels of depression immediately 
after a heart attack (Trelawny-Ross and Russell, 1987). Similarly, anxiety is also relatively 
prevalent in patients diagnosed with a CHD; between 40% to 50% of MI patients report 
moderate to severe levels of anxiety while in hospital (see Bennett et. al., 1999; Lloyd and 
Cawley, 1979). The low levels of negative emotions reported by Malaysian patients in this 
study are comparable to those of Taiwanese cardiac patients (Chiou et. al., 1997). The lack 
of negative emotions manifested by patients in Malaysia may be reflective of the Eastern 
culture in general and the Malaysian culture, specifically. Expression of negative emotions 
is minimal and often repressed and/or denied. In other words, Malaysians in general are less 
likely to express sadness, s o i t o w  and/or wony openly, particularly during interviews.
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The use of active, problem-oriented coping strategies among patients in this study is 
consistent with the patterns of coping styles used by Western MI patients (e.g. Scherck, 
1990; Livneh, 1999; van Elderen et. al., 1999). Turning to God was the most common way 
of coping with CHD among Malaysians. This is expected because spirituality is an 
important aspect of life for Malaysians, regardless of religious orientation. Conti'aiy to 
studies in the West, denial was not a common coping style used by Malaysians.
4.6.3 Bivariate associations of variables
Factor and reliability analyses on the measures used show that, in general, constmcts 
developed and used in the West are reliable when used in the Malaysian context. The HAD 
scale, for instance, yielded similar Cronbach alpha coefficients in Western populations (e.g. 
0.93 for anxiety and 0.90 for depression). Less is known of the reliability and validity of 
other measures when used in non-western societies (e.g. COPE, RLC and the Helplessness 
scales), see Chapter 3 for further discussion.
Bivariate analyses, in general, provided support for similar patterns of among variables as 
in the West. For example, anxiety and depression were positively related, consistent with 
several studies that show anxiety and depression to be intenelated in MI patients (see 
Kubzansky, 1997). The same pattern of relationship between anxiety and depression was 
also observed in Chiou et. al.’s (1997) study. Moreover, the significant relationships 
between self-efficacy and anxiety, self-efficacy and depression (e.g. Comunian, 1989) as 
well as between pessimism with emotional well-being (e.g. Scheir, Magoveiii, Abbott, 
Matthews, Owens, Lefebve and Carver, 1989) provide evidence of the utility of the 
translated measurements. In other words, some measures developed in the West may 
generalise to Malaysia.
However, several associations found among Malaysian patients did not support the general 
findings in the West. For instance, a negative relationship was found between age and 
anxiety for patients in this study; younger patients were more anxious compared to older 
ones. This finding conti'adicts findings of several studies in the West where older MI 
patients showed lower anxiety than younger ones (Nickel, Brown and Smith, 1990;
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Kubzansky et. al., 1997). The negative relationship between age and anxiety also did not 
support the finding on Taiwanese patients where no association was observed between the 
two variables (Chiou et. al., 1997).
The pattern of associations between coping strategies and emotional well-being is less 
clear-cut, compared to the findings in the West. In this study, active problem-oriented 
coping strategy was found to be negatively associated with anxiety while giving up was 
positively related to depression. This contradicts van Elderen et. al.’s (1999) cross-sectional 
relationships between coping and emotional well-being among Western cardiac patients. 
The foraier obseived that American MI patients who used a high degree of effective- 
oriented coping styles also reported high levels of anxiety and depression. Similarly, van 
Elderen et. al. (1999) found significant positive relationships between approach (i.e. active 
coping style), on the one hand, and anxiety and depression on the other. However, the 
findings of the present study support the findings of Chiou et. al.’s (1997) study on the 
cross-sectional relationships between coping styles and emotional well-being among 
Taiwanese. They found that the greater use of effective, problem-focused coping style was 
related to less anxiety.
Lastly, it is interesting to note the relationships found among loci of conti ol constmcts in 
this study. For example, internal locus of control was positively related to God locus of 
control, a relationship not found in previous Western literature. This pattern of relationship 
suggests that patients who attributed control of their recovery internally also attributed their 
recoveiy to God. The positive relationship may be due to the way belief and/or faith in God 
is internalised.
4.6.4 Intention to attend CRP
One of the main foci of this study was to predict patients’ intentions to attend CRP. 
Perceived general self-efficacy as well as perceived exercise efficacy significantly 
predicted intention to attend CRP.
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This finding is consistent with the TPB (Ajzen and Madden, 1986) and the self-efficacy 
model (Bandura, 1977; 1982); patients who believed that they were capable of achieving a 
desired behaviour were more likely to have intentions to carry out that behaviour. Other 
studies in the West have also provided similar findings (e.g. Abdul-Majid, 1996; Coats et. 
al., 1995; Bennett et. al., 1999; Maddux, Norton and Stoltenberg, 1986).
An aim of CRP is to help promote and reinforce self-efficacy among its patients. However, 
it is interesting to note that patients who need CRP the most are the ones who are less 
likely to join, and more likely to drop out from such programmes. For example, Oldridge 
and Jones (1983) reported that patients who had high self-efficacy, were more willing to 
sign an agreement with regard to commitment to their exercise programme than those who 
lacked self-efficacy. It has been argued that the lack of consistent findings on the 
effectiveness of CRP may be due to the psychological characteristics of patients who attend 
such programmes (e.g. Ades et. al., 1996; Blumenthal et. al., 1982; Cooper et. al., 1999). 
Those who would most likely benefit fi'om attending a CRP would more likely be patients 
who fail to attend such programmes. The finding of the present study has important 
implications especially in the context of cardiac rehabilitation. Identifying patients with 
low self-efficacy and those with as well as without intentions to attend recommended 
rehabilitation programmes could be an important step in achieving the goals of CRP.
Interestingly, diet efficacy did not significantly predict intention to attend CRP. This 
finding may be due to the perception of CRP as being more closely linked to advocating 
exercises and physical activities than eating behaviours.
4.6.5 Intention to seek alternative treatment
Another aim of this study was to identify whether intention to seek alternative treatment for 
CHD could be predicted from demographics and psychological constmcts. The finding 
shows that only working status predicted such intentions, suggesting that people who were 
unemployed and/or retired were more likely to express intentions to seek alternative 
tieatment. This relationship may be a function of age; older, retired patients were more 
likely to have faith in complementary medicine compared to younger patients. No
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psychological constmcts predicted intention to seek alternative treatment. Research on 
seeking alternative treatment, particularly in relation to CHD is still in its infancy. The 
findings of previous research suggests that health beliefs, rather than patients’ 
psychological characteristics were more likely predictors of such behaviours (Bishop, 1996, 
Furnham and Bhagrath, 1993; Fumham and Smith, 1988). However, it has been recently 
suggested that psychological variables such as self-efficacy and optimism (Ritvo et. a l, 
1999) as well as contiol and hope (Truant and Bortoff, 2000) may play a significant role in 
influencing patients’ motivation and decisions in seeking complementaiy medicine. Thus, 
future research should include measures of psychological constmcts and health beliefs in 
predicting complementary treatment behaviors.
4.6.6 Prediction of emotional well-being
An aim of the study was to identify factors that predict patients’ emotional well-being at 
the time of hospitalisation. As reviewed earlier, anxiety and depression have been found to 
significantly predict CHD outcomes (e.g. physical functioning, adherence to tieatment and 
mortality). The present study revealed that gender significantly predicted anxiety. The 
finding suggests that women patients were more likely to experience anxiety compared to 
men, consistent with the findings obtained in the studies conducted in the West (see Julian 
and Wenger, 1997). Unfortunately, not many studies have looked at the specific 
relationship between gender and anxiety among cardiac patients (see Kubzansky et. al., 
1997) and this concern has been echoed by many other researchers (e.g. Julian and Wenger, 
1997). Failure to detect women’s emotional reaction to CHD may be a contributing factor 
to the poor prognosis of women’s psychosocial adaptation following an MI (see Vaccarino, 
de Leon and Berkman, 1997, p. 421-432). For instance, studies have shown that women get 
less refenal and/or recommendation for medical treatment (Ayanian and Epstein, 1991), 
they were more likely to drop out of rehabilitation programmes (McGee and Horgan, 1992; 
Franklin, Bonzheim and Berg, 1997, p. 168) and they were also less likely to utilise health 
care services (Kostis, Wilson and O’Dowd et. al., 1994). More disturbingly, fatality rate 
post MI is consistently higher for women than men (Roger and Gersch, 1997, p. 139). 
However, it has to be noted that the number of women in this study was very small; hence 
the finding should be treated as suggestive rather than definitive.
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The study also revealed that pessimism significantly predicted anxiety as well as 
depression, suggesting that bleak perceptions of the future contributed to feelings of wony, 
panic and sadness among patients after the onset of their illness. This pattern of relationship 
is not suiprising as all three constiucts are cognitive-emotive in nature. Although distinct, 
these constmcts are inter-related. For instance, some researchers have suggested that 
anxiety and depression may differ on dimensions of negative and positive affect, which are 
independent of one another. Anxiety is associated primarily with high levels of negative 
affect, whereas depression is associated with both high levels of negative and low levels of 
positive affect (Kubzansky et. al., 1997). Similarly, others have shown that optimism, hope 
and emotional well-being are related to each other but they are not identical constmcts (in 
Myers and Steed, 1999).
Interestingly, atti ibution of recoveiy to God predicted depression. Earlier, it was noted that 
internal attribution of recoveiy was positively associated with attiibution of recoveiy to 
God (see Chapter 3). However, when predicting depression, the latter alone turned out to be 
a significant predictor of depression. This finding suggests that the sti onger attribution of 
recoveiy to God, the more likely patients expressed some level of negative emotions. This 
pattern of relationship provides some support for findings found in the West: attributing 
recoveiy to God may yield a sense of helplessness and/or fatalism, leading to depression. 
However, the direction of causality cannot be determined from this study. It further 
highlights the complexity of the locus of control concepts, particularly the relationship 
between internal and God locus of control. The relationships among these concepts should 
be addressed further in friture research in non-western societies.
4.7 Sum m ary and L im itations
The present study revealed a mixture of findings, with some supporting the findings of 
previous research in the West while others not. A major finding of this study is the 
relatively small number of significant associations in the prediction of emotional well-
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being and behavioural intentions from self-referent beliefs and psychological constructs.
For example, unlike as predicted, none of the self-referent variables and coping strategies 
accounted for patients’ emotional well-being. A possible explanation for the lack of 
association may be due to the lack of content and/or context validity of the measures 
developed in the West when applied in this Malaysian sample. For example, attributions of 
control may be qualitatively different for Western and Eastern samples. The finding that 
internal attribution of control of recovery is positively associated with attribution to God 
conti'adicts the patterns of relationship found in Western studies. These findings highlight 
the possible differences by which psychological constiucts are conceptualised, internalised 
and perceived by Malaysian patients. Thus, the lack of significant relationships may 
waiTant a reappraisal of the constructs used in a non-western context.
However,-the lack of significant associations between psychological constructs and 
emotional well-being and behavioural intentions could be attributed to the relatively small 
sample size (N = 97). It has been suggested that for multiple regression analyses, a sample 
size of 150 is recommended in order to control for sampling eiTor (see Tabachnick and 
Fidel, 1989). Hence, a larger patient sample size may yield more significant and 
meaningful associations in the prediction of patients’ well-being as well as behavioural 
intentions at the time of hospitalisation.
Lastly, the pattern of findings may be attributed to the cross-sectional design of the study. 
Several studies have consistently shown that longitudinal analyses may reveal a different 
pattern of relationships for the same variables (see van Elderen et. al., 1999). The study also 
utilised the inteiwiewing method to elicit response from patients. As suggested earlier, 
interviewing methods, although increases the likelihood of the number of responses, give 
rise to demand expectations effect. In this context, negative affect may not have been 
measured effectively. Malaysian patients may have perceived that sharing a negative 
emotion (e.g. depression) would be inappropriate, resulting in a bias in the report of 
emotions.
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Fulthemiore, patients may have found it difficult to talk to a stranger about their feelings 
concerning their illness. This finding is consistent with the differences found in the patterns 
of communication and interaction between individualistic and collectivistic societies. 
Individualists tend to have various skills for meeting outsiders whereas collectivists tend to 
have fewer str ategies for interacting with strangers (Triandis, Botempo, Villareal, Asai and 
Lucca, 1988). More studies need to be conducted comparing cardiac related behaviors 
between patients in individualistic and collectivistic societies.
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CHAPTER S
STUDY 3
PR E D IC T O R S O F PSY C H O LO G IC A L  O U TCO M ES OF CH D A M O N G
M A LA Y SIA NS
A im s and O verview
All original aim of research was to study recovery from CHD longitudinally. Study 3 
assessed the prospective relationships between variables assessed at Time 1 (Study 2) and 
psychological outcomes several months post-hospitalisation (Time 2). A longitudinal 
model hypothesising the relationships between psychological variables and cardiac-related 
outcomes was developed for this study (See Figure 5.1) This longitudinal model is an 
extension of the cross-sectional model developed for Study 2 (see Figure 4.1) which looked 
at the concurrent relationships among sociodemographic variables, self-referent beliefs, 
psychological constmcts, behavioral intentions and affective status. This chapter focuses 
only on the longitudinal relationship between predictor variables and outcome variables 
(see Figure 5.1). The outcome variables assessed at Time 2 were anxiety, depression, 
quality of life, impact of illness on activity levels, energy levels and social functioning, 
attendance at CRP and reported use of alternative treatment. The participants were a subset 
of those participating in Study 2 (Chapter 4).
Thus, the specific aims of this study were to: (1) examine the concurrent relationships 
among outcome variables; (2) examine whether self-referent beliefs predict intention to 
attend CRP and intention to use complementary medicine; (3) deteimine whether intention 
to attend CRP assessed at Time 1 predicts actual attendance; (4) determine whether 
intention to use complementary medicine assessed at Time 1 predicts actual use of 
complementary medicine;(5) examine prospective relationships between psychological 
constmcts and outcome variables; (6) determine whether psychological constiucts mediate 
the relationship between self-referent beliefs and psychological outcomes of CHD.
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Relating to aim (1), it was hypothesised that negative affect at follow-up is negatively 
associated with functional status and quality of life. Patients with high levels of anxiety and 
depression are more likely to report poor physical and social functioning (Sullivan et, al., 
1997; 1999). They are also more likely to report poor quality of life.
Relating to aims (2), (3) and (4), it was hypothesised that that self-referent beliefs directly 
shape patients’ intention to attend CRP. Patients with high general and specific self- 
efficacy are more likely to form an intention to attend CRP. Intention to attend CRP, in 
turn, predicts actual attendance at CRP. It was also proposed that self-referent beliefs shape 
patients’ intention to seek alternative treatment with lower self-efficacy predicts intention 
to use alternative treatment; intention in turn, predicts actual use of alternative tieatment.
Relating to aims (5) and (6), self-referent beliefs were hypothesised to predict negative 
affect, functional status and quality of life post hospitalisation either directly, or indirectly 
via mediation by psychological constmcts such as coping styles, recoveiy locus of control 
and pessimism. Patients with high self-efficacy and those who adopt active coping styles 
are more likely to report healthy physical and social functioning; they are also more likely 
to report good quality of life.
The model further proposes that negative affect assessed at the hospital directly predicts 
affective status, functional status and quality of life post CHD. Patients with high levels of 
anxiety and depression are more likely to continue experiencing negative affect at follow- 
up. They are also more likely to be functionally impaired and to report poor quality of life.
5.1 R esearch Q uestions
1. Are patients who responded to the follow-up questionnaires at Time 2 different from 
patients who did not respond in terms of their demographic and baseline psychological 
characteristics?
131
2. Can behavioral intentions be predicted bom self-referent beliefs and psychological 
constructs assessed at Time 1?
3. Can actual attendance at CRP be predicted from behavioral intentions assessed at Time 
1?
4. Can actual use of alternative treatment be predicted from behavioral intentions assessed 
at Time 1?
5. Controlling for negative affects at Time 1, can anxiety and depression at Time 2 be 
predicted from demographics, self-referent beliefs, psychological constructs assessed at 
Time 1?
6. Can quality of life at Time 2 be predicted from demographics, self-referent beliefs, 
psychological constructs, and emotions assessed at Time 1?
7. Can impact of illness be predicted fr om demographics, self-referent beliefs, 
psychological constmcts, and emotions assessed at Time 1?
8. Will coping styles, recovery locus of control and pessimism mediate the relationship 
between self-referent beliefs variables and outcomes (anxiety, depression, quality of life, 
impact of illness, lifestyles)?
5.2 Methods
5.2.1 Participants
Of the 97 patients who participated in Study 2, 67 were included in this longitudinal study. 
Patients were recruited from the third hospital, two of whom were inteiwiewed at Wave 1 
while the remaining 65 were inteiwiewed at Wave 2 (see Chapter 4 for details). Among the 
reasons for only including patients recmited fr om the third hospital (n = 67) were 
convenience and accessibility. For example, patients’ addresses were made available by the 
ward sister, enabling Time 2 questionnaires to be posted to the respective patients.
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5.2.2 Procedure
Names of patients admitted to the CCU and/or CRW were made available by the ward 
sister. MI and angina patients were approached 3 days after admission into the ward, while 
PTCA and CABG patients were approached 3 days after surgeiy. Patients meeting the 
eligibility requirements were given a patient information sheet. If they agreed to 
participate, patients were asked to sign a consent form. Patients were then asked for an 
interview. The interviews took place in the CCU or CRW at a time convenient to the 
patient.
Four months after the initial assessment, patients were sent a follow-up questionnaire 
through the post. Patients were asked to return the completed in a stamped addressed 
envelope. They were given a maximum of two months to return the questionnaires. 
Reminders were sent to patients two weeks prior to the end of the two-months’ deadline. 
Another set of reminders were sent to patients who failed to return their questionnaires after 
the stipulated deadline. Of the 67 questionnaires posted, 26 patients returned their 
completed questionnaires (39% return rate). Two patients had died between the period of 
hospital discharge and Time 2 assessment, so 40% of the possible participants responded.
5.2.3 Measures
5.2.3.1 Time 1
A detailed description of measures has been reported elsewhere (see Chapter 4).
5.2.3.2 Time 2
The follow-up questionnaire consisted of 5 measures, 3 of which were previously used at 
Time 1. These were the Hospital Anxiety and Depression scale (Zigmond and Snaith,
1983), the Helplessness scale (Beck et. al., 1974) and the COPE scale (Carver et. al., 1989). 
The other measures were the Sickness Impact Profile (Bergner, 1981) and the Quality of 
Life scale (Chibnall, 1990). The instrument also contained sections on sociodemogiaphic 
information and items on cardiac rehabilitation attendance and actual use of 
complementary treatment. All items were back-tianslated by two bilingual Malaysian
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translators. Both the English and Malay versions of each question were provided (see 
Appendix 6 for a copy of the Time 2 questionnaire).
5.2.3.2.1 The modified Sickness Impact Profile (SIP)
Bergner’s (1981) Sickness Impact Profile (SIP) was foimulated to assess impacts of chronic 
illnesses on patients’ functioning status across various dimensions. Only ten items were 
included in the questionnaire, assessing impact of illness on patients’ physical functioning 
(n = 8) and social functioning (n = 2). Four additional items were constructed assessing 
impact of heart disease on patients’ sexual relationship with their spouse (n = 2) and impact 
of illness on patients’ dietary behavior (n = 2).
The instructions for the modified SIP were as follows:
The following statements may illustrate your experiences since your discharge from the 
hospital. Based on the scale below, please indicate the extent to which you have had these 
experiences since you left the hospital.
The rating scale ranged from 1 = “no, not true”, 2 = “sometimes” and 3 = “yes, true”. 
Higher scores indicate stronger impact of illness on the functioning level.
5.2.3.2.2 The modified Quality of Life scale (QOL)
Chibnall (1990) developed the Quality of Life Scale (QOL) to assess impact of chronic 
illness on patients’ perceived life quality. The scale consists of seven items represent a 
single construct. All seven items from the original QOL scale were included in the 
questionnaire. The instructions for the QOL scale were as follows:
The items below represent aspects o f eveiyday life. Based on the scale given, please 
indicate the extent to which you are satisfied with these aspects o f y  our life.
The Likert rating scale ranged from 1 = “not at all satisfied”, 2 = “ not quite satisfied”, 3 = 
“unsure”, 4 = “satisfied” and 5 = “very satisfied”. Higher scores indicate stronger 
satisfaction with overall quality of life.
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5.3 Analyses
First, given that this was a sub-sample of the sample reported on in Study 2 (Chapter 4), 
psychometric properties of the consti'ucts generated for Time 1, along with their respective 
Cronbach alpha coefficients were recomputed. Validity of the constructs was ascertained 
by bivariate associations. Similar analyses were performed for constructs generated for 
Time 2.
Differences in sociodemographic characteristics and baseline psychological characteristics 
between patients who responded to the follow-up questionnaires and patients who did not 
were assessed. Next, baseline demographic and psychological characteristics of patients 
who expressed intention to attend CRP as well as those who did not were examined. 
Bivariate analyses were performed for these variables and intention to attend, to determine 
the patterns of relationships. Next, a forward logistic regression was conducted to predict 
intention to attend CRP fiom its significant coirelates. An iterative procedure was chosen 
because it allows for the control of criteria by which variables are entered and removed 
fi'om the equation. For example, a forward logistic regression enters the variables in the 
block one at a time based on the entiy criteria. The procedure terminates when all variables 
have been entered or when the likelihood ratio is non-significant for all variables that have 
not been entered.
Similar sets of analyses were perfoimed for actual attendance of CRP; patients who 
attended were compared to patients who did not on their baseline demographic and 
psychological characteristics. Bivariate relationships were assessed between these variables 
and actual attendance. Based on the results of these bivariate analyses, logistic regression 
was next perfoimed to predict CRP attendance from its significant conelates. In order to 
distinguish patients who perfoimed their intention to attend CRP from those who did not in 
teims of their psychological characteristics, a series of two-way analyses of variance 
(ANOVAs) was performed.
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Next, intention to use alternative treatment and actual use of alternative treatment following 
discharge from the hospital were analysed. Bivariate relationships for baseline 
demographic, baseline psychological characteristics and intention to use alternative 
treatment were assessed. Bivariate relationships were assessed for actual use of alternative 
treatment and these baseline characteristics. Two separate forward logistic regressions were 
performed to predict first, intention to use alternative treatment and second, actual use of 
alternative treatment from their respective significant correlates. Because the small sample 
size for the logistic regression to predict actual use of alternative tieatment, the results were 
interpreted with caution, and included here only as pilot data to suggest future research.
A paired samples t-test was performed next to deteimine whether significant differences 
exist in the levels of anxiety and depression reported at Time 1 and at Time 2. A BonfeiToni 
correction procedure was applied to correct for Type 1 eiTor where necessary. Relationships 
between baseline characteristics and outcome variables were obtained next. These were 
examined using partial correlation analyses, controlling for anxiety and depression at Time 
1. The rationale for conducting partial correlations was to control for the effects of anxiety 
and depression reported at Time 1 on the psychological outcomes of CHD at Time 2.
Lastly, a series of multiple regression analyses was performed to predict outcome variables 
from baseline characteristics. Because of the small sample for these regressions, the 
findings were inteipreted with caution and included here only as pilot data to suggest future 
research.
5.4 Results
5.4.1 Demographic characteristics
The demographic characteristics of patients included in this study were similar to the 
demographic characteristics of the entire sample of patients who participated in Study 2. A 
majority of patients (94%) assessed at the hospital were men. The mean age of patients was
52.6 years. Similar percentages of Malays and non-Malays participated in this study. Table
5.1 summarises the demographic characteristics of patients assessed at Time 1.
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Table 5.1 Demographic characteristics of patients at Time 1 (N = 67) and 
Time 2 (n = 26)
Sododemographic Variables Time 1 Time 2 
Mean (SD) ofFrequendes (%)
Age 52.6(11.4) 51.1 (9.42)
Gender
Male 63 (94%) 25 (96%)
Female 4 (6%) 1( 4%)
Ethnic Group
Malay 36 (54%) 15 (58%)
Other 31 (46%) 11 (42%)
Religious Affiliation
Islam 45 (67%) 22 (85%)
Other 22 (33%) 4(15%)
Marital Status
Married 61 (91%) 25 (96%)
Widowed/Single 6 ( 9%) 1 ( 4%)
Work Status
Employed 56 (67%) 24 (92%)
Not employed/Retired 11 (16%) 2(8% 0
Socioeconomic status
Skilled Workers 19 (28%) 12 (46%)
Unskilled Workers 48 (72%) 14 (54%)
Of the 26 patients who returned follow-up questionnaires, 25 (96%) were men. Similar 
percentage of Malays and non-Malays responded to the follow-up questionnaires. Two 
patients had retired within the time following discharge from the hospital while the 
remaining 24 (92%) were still employed; 14 were unskilled labourers.
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There were no significant differences in sociodemographic characteristics between patients 
who responded to the follow-up questionnaires and patients who did not.
5.4.2 Psychometric properties of predictor constructs at Time 1
Eleven constructs were generated from the following six scales: General Self-Efficacy, 
Global Self-Esteem, Recoveiy Locus of Control, Hospital Anxiety and Depression and the 
COPE. For each constmct, a mean score was computed by summing up the scores for each 
item and dividing the sum by the number of items in each construct. In general, the means 
of the scores were normally distiibuted with several exceptions. The distribution of scores 
for self-referent beliefs variables was marginally skewed (Shapiro-Wilk ranging from .73 to 
.89, df = 22, p = .01). The distributions for God locus of control and turning to God as a 
way of coping constmcts were also slightly skewed (Shapiro-Wilk = .74 and .81, 
respectively, df = 22, p = .10). The degi ee of skewness of these constructs was deemed not 
sufficient to require tiansfbimation.
The self-efficacy construct was made up of ten items assessing general self-referent beliefs 
(i.e. capabilities to perform different difficult tasks); it had a high internal consistency (a  = 
.94) when used in this particular Malaysian cardiac sample. Similarly, the self-esteem 
constmct, which was made up of eight items, was also highly reliable (a  = .93). As 
expected, the two constmcts were significantly correlated with each other (r = .78, p <.001). 
In general, the patterns of means revealed that Malaysian cardiac patients in this sample 
had high general self-efficacy and even stronger perceptions of self when assessed at the 
hospital.
The ‘diet efficacy’ and ‘exercise efficacy’ constructs, made up of two items each, assessed 
perceptions of specific efficacy. The two constructs had a satisfactory internal consistency 
(a  = .76 and a  = .80, respectively). The Time 1 means obtained for both constmcts show 
that patients in this sample, when asked while still hospitalised, were strongly confident of 
their ability to change their diet and to carry out physical exercises. The two consti'ucts 
were moderately related to each other (r = .31, p <.05), suggesting that perception of ability
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to eat healthily upon discharge was related to perceptions of ability to perform physical 
activities. As expected, these two constmcts were highly related to self-efficacy (r = .36, p 
<.01 for diet efficacy and r = .57, p <.001 for exercise efficacy), thus supporting the validity 
of these two constructs.
Three loci of control constmcts were generated from the revised Recovery Locus of 
Control scale: self, doctor and God. These constmcts assessed specific attributions of 
control over recoveiy from CHD. The loci of control constructs had respectable internal 
consistency (a  = .93, a  = .88 and a  = .89, respectively). Interestingly, cardiac patients in 
this sample attributed recovery of contiol most strongly to God and least to the self. The 
relationships between these constmcts yielded the following pattern: attribution of control 
over recovery to doctors was negatively related to internal locus of control as well as God 
locus of conti'ol. This suggests that the stronger the attribution of illness recoveiy placed on 
medical and health professionals, the less attribution of control is placed on the self and 
God. Unlike the finding for the complete cardiac patients cohort reported in Chapter 4, the 
internal locus of conti ol was not as highly significantly related to God locus of control in 
this sample (r = .22, p = .09). Although only approaching significance, it should be noted 
that the direction of relationship between these two variables was positive.
The ‘anxiety’ and ‘depression’ constmcts generated from the HAD scale were internally 
consistent (a  = .93 and a  = .87, respectively). In general, the levels of anxiety and 
depression reported by patients at Time 1 in the hospital were quite mild, and comparable 
to the levels of anxiety and depression reported for the complete cohort of cardiac patients 
(see Chapter 4). As expected, the two constmcts were highly associated (r = .75, p <.001).
The pessimism construct, which was made up of 10 items from the Helplessness scale, also 
yielded high internal reliability (a  = .90). Patients in this sample were not highly 
pessimistic of their future, consistent with the complete sample (see Chapter 4). As found 
in earlier see Chapter 3 and Chapter 4), this pessimism constmct was significantly 
coiTelated with anxiety (r = .60, p <.001) as well as depression (r = .59, p <.001). This
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finding is not surprising; the items assessing pessimistic views of the future may have also 
assessed negative affect.
The three coping constructs generated from the modified 14-item COPE scale were 
moderately internally consistent. Active coping had an alpha coefficient of .66 whilst 
seeking emotional support had an alpha coefficient of .67; these coefficients are 
comparable to those obtained previously (see Chapter 3 and Chapter 4). Turning to God as 
a coping mechanism had the highest internal reliability of the three (a  = .88). Of the three 
coping styles, this sample more often used active coping to cope with their illness, followed 
by turning to God. Bivariate relationships between the coping constructs show that turning 
to God as a way of coping was significantly related to seeking emotional support (r = .41, p 
<.05), implying that patients who sought solace in God as a way of coping with their illness 
were also more likely to seek emotional support from friends and relatives. Unexpectedly, 
turning to God as a coping style was not significantly related to God locus of control; 
neither was active coping and internal locus of control. The psychometric properties of the 
13 baseline psychological consti'ucts are summarised in Table 5.1, and the means and 
standard deviations are presented in Table 5.2.
Table 5.2 Cronbach alpha coefficients for predictor variables at Timel
Variables (Items) Number of Items Cronbach Alpha
Self-Efficacy 8 .94
Self-Esteem 8 .93
Exercise Efficacy 2 .86
Diet Efficacy 2 .70
Internal Locus of Control 6 .93
God Locus of Control 3 .89
Doctor Locus of Control 3 .88
Pessimism 10 .90
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Anxiety 7 .93
Depression 7 .87
Active Coping 4 ,66
Turning to God 3 .88
Emotional Support 4 .67
Table 5.2 Means and standard deviations for predictor variables at Time 1
Dependent Variables M ean (SD) Rating Scale
Self-Efficacy 3.90 (1.09) (1-5) 5 = sti'ongly agree
Self-Esteem 4.44 (0.68) (1-5) 5 = strongly agree
Exercise Efficacy 4.23 (0.89) (1-5) 5 = strongly agree
Diet Efficacy 4.21 (0.86) (1-5) 5 == strongly agree
Internal locus of Control 3.64 (0.97) (1-5) 5 = strongly agree
God Locus of Control 4.37 (0.72) (1-5) 5 = strongly agree
Doctor Locus of Control 4.02(1.13) (1-5) 5 = strongly agree
Active Coping 4.38 (0.79) (1-5) 5 = strongly agree
Turning to God 4.22 (0.82) (1-5) 5 = strongly agree
Emotional Support 3.12(0.89) (1-5) 5 = strongly agree
Pessimism 1.80 (0.61) (1-5) 5 = strongly agree
Anxiety 2.48(1.21) (1-5) 5 = always
Depression 2.28 (0.77) (1-5) 5 = always
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5.4.3 Psychometric properties of outcome variables at Time 2
Seven constructs were generated from the following four scales: Hospital Anxiety and 
Depression, Quality of Life and the modified version of the Sickness Impact scale. The 
constructs generated were ‘anxiety’, ‘depression’, ‘quality of life’ and ‘illness impact on 
physical activity’, ‘illness impact on energy level’ and ‘illness impact on social 
functioning’. For each constmct, a mean score was computed by summing up the scores for 
each item and dividing the sum by the number of items in each constmct. In general, the 
distribution of means for the anxiety, depression, pessimism and quality of life constmcts 
were normal. However, the impact of illness on social functioning constmct was slightly 
skewed, from a noimal distiibution (Shapiro-Wilk = .84, df = 26, p = .10).
The ‘anxiety’ and ‘depression’ constructs at Time 2 consisted of the same items for the 
‘anxiety’ and ‘depression’ constmcts generated at Time 1. The anxiety construct had a 
respectable internal consistency (a  = .75). However, unlike the Cronbach coefficient 
obtained at Time 1, the depression constmct at Time 2 yielded a reliability coefficient of 
only .34. Despite the low reliability coefficient, the consti'uct was retained for further 
analyses; however, the inferential statistics obtained should be treated with caution.
Anxiety and depression were significantly related to each other at Time 2 (r = .44, p <.05), 
supporting the validity of the scales.
The internal reliabilities for other variables were respectable, ranging from .71 to .83. The 
quality of life constmct, which was made up of seven items assessing seven aspects of life, 
had an internal consistency of .80. The three illness impact consti'ucts also showed good 
internal reliability (see Table 5.4). Bivariate associations revealed that their coiTelation 
coefficients ranged from between .48 to .69, thus suggesting the validity of the constmcts 
for this cardiac sample.
In general, the patterns revealed above show that patients reported relatively positive 
adaptation to their illness between four to six months following their discharge from the 
hospital. Levels of anxiety as well as depression were moderately low, unlike the levels of
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anxiety and depression reported in the Western literature for post-cardiac patients (see 
Chapter 4). Patients’ reported quality of life was moderately satisfactory; they reported that 
they were quite satisfied about their family, recreational and social life. However, on the 
illness impact constructs, the patterns were not as positive. Patients reported that the 
strongest impact of CHD was on their social functioning. Upon discharge from the hospital, 
patients agreed that they did not attend social functions and/or activities as often as they 
used to. The results further show that the patterns of illness impact on patients’ physical 
activity levels indicate that the heart disease was somewhat debilitating to their everyday 
physical functioning. Patients were quite likely to experience difficulties in doing physical 
work and/or household chores. Impact of CHD on energy level was not as strong, however. 
Patients did not report increased tiredness and/or sleeping difficulties as a result of having 
heart disease four to six months following discharge fiom the hospital. Table 5.4 and Table
5.5 present the internal reliabilities, and the means and standard deviations for these 
constructs, respectively.
Table 5.4 Cronbach alpha coefficients for outcome variables at Time 2
Variables Number of Items Cronbach Alpha
Anxiety 7 .75
Depression 5 .34
Quality of Life 7 .80
Impact on Physical Activity 5 .73
Impact on Social Life 2 .83
Impact on Energy Level 3 .71
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Tables.5 Means and standard deviations for outcome variables at Time 2
Dependent Variables Mean (SD) Rating Scale
Anxiety 2.45 (0.89) (1-5) 5 = always
Depression 2.12(0.45) (1-5) 5 == always
Quality of Life 3.44 (0.69) (1-5) 5 = strongly satisfied
Impact on Physical Activity 1.03 (0.52) (0-2) 0 = untrue, 2 = tme
Impact of Social Life 1.19(0.76) (0-2) 0 = untme, 2 = tme
Impact on Energy Level 0.71 (0.52) (0-2) 0 = untrue, 2 = true
Independent samples t-test revealed that there were no significant differences in baseline 
psychological characteristics (e.g. self-referent beliefs, coping styles, pessimism, locus of 
contiol and emotional status) between patients who responded to the follow-up 
questionnaires at Time 2 and patients who failed to do so.
5.4.4 Attendance at the CRP: intention and actual behaviour
The following analyses were perfoimed to identify factors that predicted intention to attend 
CRP as well as actual attendance of CRP. First, sociodemographic characteristics of 
patients who were willing and unwilling to attend CRP were examined. Next, bivariate 
associations were performed to identify the directions and strengths of psychological 
variables and intention to attend CRP. Independent sample t-tests were then conducted to 
determine whether there were any significant differences in various psychosocial 
characteristics between those who intended to attend and those who did not. Following 
fr om these analyses, logistic regression was perfoimed to predict intention to attend CRP 
from its significant conelates. Similar sets of analyses were perfoimed for actual 
attendance at CRP: descriptives, bivariate associations between baseline psychosocial 
characteristics and attendance at CRP, independent samples t-test and logistic regression to 
predict actual CRP attendance fr om its significant conelates. Finally, a series of two-way
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analyses of variance (ANOVA) was performed to distinguish patients who did as they 
intended from those who did not do as they initially intended from baseline psychological 
characteristics.
Information on patients’ intention to attend CRP was obtained while patients were at the 
hospital. Of the 67 patients interviewed, 43 (60%) said they had no intention to attend the 
CRP offered by the hospital while the remaining 24 (40%) expressed an intention to do so.
The mean age of those with intention to attend was 50 years (SD = 60.9) while the mean 
age of patients without the same intention was 54.1 years (SD = 13.1). Significant 
differences in working and socioeconomic status were found between those who expressed 
intention and those who did not. A significantly higher percentage of unskilled laborers 
expressed no intention to attend CRP compared to semi/skilled professionals. Table 5.5 
summarises the sociodemographic characteristics of patients categorised as those with and 
without intention to attend CRP.
Table 5.6 Differences in baseline demographic and psychological 
characteristics of patients with intention to attend CRP and patients without
W ithout intention
(n -  43)
With intention
(n = 24) p
Gender
Male 41 (61%) 22 (33%)
Female 2 (3%) 2 (3%) n.s.
Age 54.1 (13.1) 50(60.9) n.s.
Ethnicity
Malay 21(31%) 14(21%)
Non-Malay 22(33%) 10(15%) n.s.
Marital Status
Mamed 40(60%) 21(31%)
Widowed/Single 3 (4.5%) 3 (4.5%) n.s.
Working Status
Retired/Non-Employed 11(16%) 1(2%)
Employed 32(48%) 23 (34%) <.05
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Socioeconomic Status
Skilled 8 (12%) 14 (21%)
Unskilled 35 (52%) 10(15%) <.01
Bivariate correlations were then calculated for sociodemographic variables as well as 
psychological variables and intention to attend CRP. The results show that employed, 
skilled patients were more likely to express intention to attend CRP (r = .27, p <.05 and r = 
-.38, p <.005). No significant relationship was obtained between gender, ethnicity, marital 
status and intention to attend cardiac rehabilitation. Similarly, no significant relationship 
was obtained for medical indices and patients’ intention to attend CRP.
Several significant associations were obtained for the following psychological variables: 
self-efficacy (r = .59, p <.001), self-esteem (r = .53, p <.001), exercise efficacy (r = .52, p 
<.001), diet efficacy (r = .32, p <.05), pessimism (r = -.54, p <.001) and depression (r = - 
.34, p <.01). The patterns of relationships suggest that intention to attend CRP was 
significantly associated with higher self-efficacy and self-esteem, as well as patients’ more 
positive perceptions of their capability to eat a healthy diet and to perfoim physical 
activities. Intention was also significantly associated with lower levels of pessimistic views 
of the future as well as lower negative affects.
Independent samples t-test comparing medical indices as well as psychological 
characteristics between patients with intention to attend CRP and those without intention to 
attend CRP were next perfoimed. Significant differences between the two groups of 
patients were obtained in several psychological characteristics assessed: self-efficacy (t = - 
5.27, df = 51, p < .001), self-esteem (t = -4.50, df = 51, p <.001), exercise efficacy (t = - 
4.31, df = 51, p <.001), diet efficacy (t = -2.43, df = 51, p <.05), depression (t = 2.83, d f= 
60, p <.01) and pessimism (t = 4.79, df = 57, p <.001). The differences between the two 
groups in depression (t = 2.83, df = 60, p <.01) and diet efficacy (t = -2.43, df = 51, p <.05) 
were no longer significant when the Bonferroni correction procedure was applied. The 
pattern of differences suggests that patients who expressed intention to attend CRP were
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more likely to have higher self-efficacy, self-esteem, diet efficacy and exercise efficacy 
compared to those who did not express similar intentions. The former group of patients was 
also less pessimistic of their future and less depressed during hospitalisation. Table 5.7 
summarises the differences in psychological characteristics between patients with and 
without intention to attend CRP.
Table 5.7 Differences between CRP intenders and non-intenders
Without intention With intention
(n = 43) (= 24) P
Medical Indices
Systolic Blood Pressure (mmHg) 117.3 (19.1) 115.8(17.3) n.s.
Diastolic Blood Pressure (mmHg) 72.8(13.5) 72.2 (9.4) n.s.
Triglyceride Fasting (mmol/1) 1.68(1.19) 1.89 (1.51) ns.
Cholesterol (mmol/1) 5.86(1.68) 5.60(1.14) n.s.
HDL (mmol/1) 1.27 (0.43) 1.14(0.36) n.s.
Self-Efficacy 3.37 (1.10) 4.69 (0.34) <.001
Self-Esteem 4.18(0.72) 4.88 (0.23) <.001
Diet Efficacy 3.98 (0.91) 4.55 (0.67) <.001
Exercise Efficacy 3.86(0.92) 4.78 (0.43) < .001
Pessimism 2.05 (0.61) 1.38 (0.29) <.001
Anxiety 2.64(1.25) 2.19(1.08) n.s.
Depression 2.48 (0.73) 1.93 (0.72) <.01
Active Coping 4.53 (0.56) 4.26 (0.94) n.s.
Turning to God 4.52 (0.57) 3.96 (0.93) n.s.
Seeking Support 3.07(1.01) 3.17(0.81) n.s.
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Next, a forward logistic regression was performed to predict intention to attend CRP from 
its significant conelates at baseline; work status, socio-economic status, self-efficacy, self­
esteem, exercise efficacy, diet efficacy, pessimism and depression. Results indicate that 
self-efficacy and exercise efficacy significantly predicted intention to attend CRP (OR = 
5.58, Cl =1.32 - 23.40 and OR =6.38, Cl = 1.24 - 32.74), similar to those found for the 
complete sample (Study 2, Chapter 4). The Hosmer-Lemeshow goodness of fit test was non­
significant {y} = 6.98, df = 8, p > .05), suggesting that the prediction fit the model. These 
results suggest that patients with high self-efficacy were nearly six times more likely to 
express intentions to attend CRP. The odds of expressing intention to attend CRP for this 
sub-sample is slightly higher than the odds reported by the complete sample in Study 2.
Table 5.8 Prediction of intention to attend CRP
Variables B SE df P ExpB Cl (95%)
Self Efficacy 1.72 0.73 1 <.05 5.58 1.32-23.40
Exercise Efficacy 1.85 0.83 1 <.05 6.38 1.24-32.74
Following from the analyses of intention to attend CRP, similar patterns of analyses were 
performed on actual attendance at CRP. Approximately 50% of the data on patients’ actual 
attendance at CRP were obtained from their responses via returned questionnaires. 
Information on attendance for the remaining 50% of patients was obtained from the CRP 
nurses up to four months after patients’ discharge. Data on patients’ self-reported 
attendance was later verified from the CRP nurses. Of the 67, 36 patients (54%) did not 
attend the CRP while 19 patients (24%) attended the programme {y f = 5.25, df = 1, p <
.05). Data on the remaining 12 patients (18%) were not available.
No significant differences were found in the age of patients who attended CRP and those 
who did not. The percentages of attendance and non-attendance were also similar for ethnic 
groups, religious affiliation and marital status. Significant differences in working and 
socioeconomic status were found, however. All of the patients who participated in the CRP
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were employed; 11 (20%) of whom were skilled workers and the remaining 19 (35%) were 
unskilled. Table 5.9 summarises the baseline psychological characteristics of patients who 
attended the rehabilitation programme and patients who did not.
Table 5.9 Differences in baseline psychosocial characteristics between CRP 
attenders and non-attenders
Non-Attenders
(n = 36)
Attenders
(n=19) P
Gender
Male
Female
33 (60%) 
3 (5.5%)
18 (32.7%) 
1 (1.8%) n.s.
Age 53.4(12.9) 49.0 (7.3) n.s.
Ethnicity
Malay
Non-Malay
13 (23.6%) 
23 (41.8%)
12(21.8%) 
7 (12.7%) n.s.
Marital Status 
Married
Widowed/Single
33 (60%) 
3 (5.5%)
18 (32.7%) 
1 (1.8%) n.s.
Working Status
Retired/Non-Employed
Employed
12(21.8%) 
24 (43.6%)
0 (0%)
19 (34.5%) <.01
Socioeconomic Status 
Skilled 
Unskilled
9 (16.3%) 
27 (49.1%)
11 (20%) 
19 (34.5%) < .05
Of the 24 patients who expressed intention to attend CRP, 14 (58.3%) did so, while the 
remaining 10 failed to attend the programme within four months following their discharge. 
Of the 43 patients who expressed no intention to attend CRP, 28 (65%) did as they 
intended. The difference in proportions suggests that, compared to those who did intend to 
attend CRP, patients who did not have any intention to attend CRP were more likely to 
stick to their intention (OR = 9.8, Cl = 2.7 - 35.5).
Table 5.10 Summaiy of differences between CRP attenders and non-attenders
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Non-attenders
(n -  36)
Attenders
(n = 19) P
Intention to Attend 
No 
Yes
28 (50.9%) 
8 (14.5%)
5(9.1%)
14(25.5%) <.001
Medical Indices
Systolic Blood Pressure 122.12(18.4) 109.53 (13.9) <.05
Diastolic Blood Pressure 74.03 (12.9) 70.53 (8.33) n.s.
Triglyceride Fasting 2.13(1.39) 1.72 (1.47) n.s.
Total Cholesterol 5.85 (1.56) 5.59 (1.31) n.s.
High Density Lipoprotein 1.13 (0.41) 1.24 (0.43) n.s.
Self-Efficacy 3.69 (1.22) 4.16(0.88) = .05
Self-Esteem 4.33 (0.72) 4.56 (0.69) n.s.
Diet Efficacy 4.09 (0.98) 4.34 (0.79) n.s.
Exercise Efficacy 4.04 (0.95) 4.44 (0.81) n.s.
Pessimism 1.88 (0.69) 1.69 (0.46) n.s.
Anxiety 2.58 (1.26) 2.42(1.19) n.s.
Depression 2.38 (0.79) 2.16(0.80) n.s.
Active Coping 4.36(1.09) 4.31 (0.48) n.s.
Turning to God 4.79 (0.35) 3.61 (0.70) <.001
Seeking Support 3.53 (0.92) 2.75 (0.71) < .05
Bivariate analyses revealed that work status and socio-economic status were significant 
demographic correlates of actual attendance at CRP (r = .38, p <.005 and r = -.30, p <.05, 
respectively), suggesting that employed, unskilled patients were more likely to attend CRP. 
The only significant medical index conelate of patients’ actual attendance at CRP was
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systolic blood pressure; patients with high systolic blood pressure at baseline were more 
likely to attend CRP.
The only highly significant psychological conelate of attendance at CRP was turning to 
God as a coping style (r = -.73, p <.001). This relationship suggests that patients who more 
likely turned to religion to cope with their illness were less likely to attend CRP. Seeking 
emotional support was also significantly associated with CRP attendance (r = -.44, p <.05), 
those who often sought support to cope with their CHD were less likely to attend 
rehabilitation programmes.
Unlike the significant associations between self-referent beliefs variables and intention to 
attend CRP, no significant correlation was found between self-esteem, exercise efficacy 
and diet efficacy variables and attendance at CRP. Only self-efficacy was related to 
attendance at CRP, although slightly (r =.20, p = .05). The lack of relationships between 
self-esteem, perceptions of ability to eat a healthy diet and ability to perform physical 
activities suggests that self-referent beliefs variables were associated with reported 
intention to attend CRP but not actual attendance of the programme.
Similarly, neither pessimism nor depression significantly correlated with attendance at CRP 
(r = -.15, n.s. and r = -.15, n.s.), although both variables were significant associates of 
intention to attend the programme. Patients’ pessimistic views and negative affects were 
associated with their lack intention to attend CRP but not their actual attendance. No 
significant association was found between diagrrosis of CHD and actual attendance at CRP; 
patients who were diagnosed with AMI or angina were as likely to attend CRP as those 
who underivent CABG or PTCA. Unsurprisingly, the bivariate analysis shows that patients 
with intention to attend CRP at baseline were more likely to attend the programme 
following discharge (r = .51, p <.005).
Next, a forward conditional logistic regression was performed to predict actual attendance 
at CRP from its significant bivariate correlates: socio-economic status, self-efficacy, 
turning to religion as a way of coping, seeking emotional support and intention to attend
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CRP. Only turning to religion as a coping style predicted actual attendance at CRP (OR = 
0.03, Cl ==.002 - 0.39). Neither socio-economic status nor intention to attend significantly 
predicted CRP attendance. In other words, patients who often turned to God to cope with 
their illness were less likely to attend CRP up to four months following discharge. Hosmer- 
Lemeshow goodness of fit test shows that the prediction fit the model well {yf- = 5.92, df = 
4, p >.05). The results indicate an 87.5% coiTect classification.
It is noted that this logistic regression analysis was based upon a relatively small sample 
size, thus the generalisability of these inferences are in doubt and would need to be 
established in further studies with adequate sample sizes.
Table 5.11 Prediction of actual attendance at CRP
Variable B SE df P ExpB Cl (95%)
Turning to God -3.63 1.37 1 <.01 0.03 .002 - 0.39
The next analysis was performed to test the link between intention and actual behaviour. In 
other words, it attempted to identify factors that, for instance, might explain why 37% of 
patients who said they would attend CRP did not do so. Following from the work of Orbell 
and Sheeran (1998) and subsequently, Rutter (2000), patients were categorised into four 
groups: intenders who attended CRP were called ‘inclined attenders’; intenders who did not 
attend were called ‘inclined abstainers’; non-intenders who attended were called 
‘disinclined attenders; and non-intenders who did not attend were called ‘disinclined 
abstainers’. The four groups are shown in Figure 5.2.
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Attend Not Attend
Inclined Inclined
Intend attenders abstainers
Disinclined Disinclined
Not intend attenders abstainers
Figure 5.2 Intention by attendance
A series of two-way analyses of variance (ANOVA) were performed to see if there were 
any differences between inclined attenders and inclined abstainers and between disinclined 
attenders and disinclined abstainers (see Figure 5.2), separately for each of the following 
baseline psychological characteristics: self-efficacy, self-esteem, exercise efficacy, diet 
efficacy, loci of control variables, coping styles, pessimism and negative affects (i.e. 
anxiety and depression).
The analyses revealed several main effects of intentions and attendance at CRP. However, 
no significant interaction effects were obtained for any of the psychological variables. The 
following graphs depict only the significant main effects of intention and the significant 
main effects of attendance at CRP. It should be noted that the analyses were based on a 
relatively small sample size, hence findings should be treated with caution.
D o n 't A tte n d
A tte n d
In te n dD o n 't
In te n d
intention
Figure 5.3 Differences in self-efficacy for intention
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For self-efficacy, a main effect for intention to attend CRP was obtained [F(l,40) = 26.45, p 
< .001]; no main effect for attendance was obtained [F(l,40) = 1.78, n.s.]. No significant 
interaction effect was obtained for intention by attendance [F(l,40) = 0.61, n.s.].
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Figure 5.4 Differences in self-esteem for intention
The analysis also revealed that for self-esteem, a significant main effect for intention to attend 
was obtained [F(l,40) = 21.19, p < .001]. However, no main effect was obtained for 
attendance [F(l,40) = 1.52m n.s.] The interaction between intention and attendance was 
non-significant [F(l,40) = 2.10, p = n.s.] (see Figure 5.4).
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Figure 5.5 Differences in exercise efficacy for intention
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For exercise efficacy, a significant main effect for intention to attend was obtained [F(l,40) 
= 14.74, p < .001] but not for actual attendance [F(l,40) = 0.25, n.s.]. No interaction effect 
was obtained for intention by attendance for exercise efficacy [F(l,40) = 0.00, n.s.](see 
Figure 5.5).
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Figure 5.6 Differences in pessimism for intention
For pessimism, a significant main effect for intention to attend was obtained [F(l,45) = 
19.15, p <.001]. No significant main effect for attendance was obtained [F(l,45) = 1.39, 
n.s.]. No significant interaction was obtained for intention by attendance [F(l, 45) = 0.00, 
n.s.].
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Figure 5.7 Differences in depression for intention
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For depression, a significant main effect was obtained on intention to attend [F(l, 47) = 
1.27, p <.05]. No main effect for attendance was obtained [F(l,47) = 0.7, n.s.]. There was 
also no significant interaction effect for intention by attendance [F(l, 47) = 0.32, n.s.].
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Figure 5.8 Differences in turning to God for attendance
For turning to God as a coping strategy, a significant main effect on actual attendance at 
GRP was found [F(l,40) = 18.77, p < .001]. No main effect for intention to attend GRP was 
obtained [F(l,40) = 0.55, n.s.]; neither was there an interaction effect [F(l,40) = 0.55, n.s.] 
(see Figure 5.8).
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Figure 5.9 Differences in seeking support for attendance
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A significant main effect on attendance at CRP was also obtained for seeking emotional 
support as a coping strategy [F(l,40) = 7.44, p < .05]. No main effect was found for 
attendance [F(l,40) = 2.38, n.s.]. No interaction effect was obtained either [F(l,40) = 0.03, 
n.s.].
In general, disinclined abstainers had lower self-efficacy, self-esteem, and exercise efficacy 
than inclined attenders. Interestingly, however, it was the disinclined attenders who had the 
lowest scores on the self-referent beliefs variables. This particular result suggests that those 
who had the lowest self-efficacy were the ones who subsequently attended CRP. 
Additionally, patients who were most pessimistic were the least likely to express intentions 
to attend CRP.
More interesting was the difference between the groups in turning to God as a way of 
coping. Disinclined abstainers and inclined abstainers turned to God significantly more 
often than inclined attenders and disinclined attenders. This result suggests that patients 
who most often turned to God to cope with their illness were least likely to attend CRP. A 
similar pattern of differences was obtained for seeking support as a coping strategy.
Patients who most often sought support fiom family and friends were least likely to attend 
CRP.
5.4.5 Use of alternative treatment: intention and actual behaviour 
First, bivariate associations were assessed for baseline demographic and psychological 
characteristics and intention to seek alternative tieatment. Patterns of relationships show 
that unskilled workers and non-Malays were more likely to express an intention to seek 
alternative treatment (r = -.33, p <.01 and r = .29, p <.05). Unlike findings for attending 
CRP, two loci of control variables were found to significantly relate to intention to use 
alternative treatment: God locus of control (r = -.31, p <.05) and doctor locus of control (r = 
.31, p <.05). Reported intention to seek alternative treatment for CHD was related to 
stronger attribution of control over recoveiy to doctors (r = .42, p <.01) and less attiibution 
of control over recovery to God (r = -.31, p <.05).
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A forward logistic regression was conducted to predict intention to seek alternative 
medicine from its significant correlates. Results show that ethnicity significantly accounted 
for intention to use alternative treatment at baseline; non-Malays were twice more likely to 
express intentions to seek alternative treatment than Malays. None of the loci of control 
variables significantly predicted intentions to seek complementary treatment. These results 
partially support the results obtained for the complete sample in Study 2, whereby ethnicity 
and work status significantly predicted intention to seek complementary medicine.
Table 5.12 Prediction of intention to seek alternative treatment
Variable B SE df p Exp(B) Cl (95%)
Ethnicity (1) -1.86 0.84 1 <.05 0.16 .03-0.81
Next, bivariate relationships were assessed for demographic and psychological 
characteristics and actual use of alternative treatment. Similar to the findings for intentions, 
unskilled workers were more likely to use alternative medicine in treating CHD (r = .39, p 
<.05). However, unlike the association found for intention, ethnicity was not related to the 
actual use of alternative treatment.
Interestingly, none of the loci of control variables that significantly predicted intention to 
seek alternative treatment significantly predicted its actual use. Significant relationships 
between pessimism and depression and actual use of alternative treatment were found (r = 
.43, p <.05 and r = .39, p = .05, respectively). This pattern of relationship suggests that 
stronger pessimistic views as well as higher levels of depression are significantly associated 
with actual use of alternative medicine in treating CHD.
Next, a forward conditional logistic regression was performed to predict actual use of 
alternative treatment at Time 2 from its significant con elates. Of the coiTelates entered as 
predictor variables (i.e. SES, pessimism and depression), only pessimism was shown to
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predict actual use of alternative medicine (OR = 5.98, Cl = 0.87 - 41.2), albeit marginally. 
Hosmer-Lemeshow goodness of fit test indicates a modest fit = 10.0, df = 7, p >.05), 
suggesting that negative affect marginally accounted for patients’ actual use of alternative 
medicine to ti'eat their illness.
Table 5.12 Prediction of actual use of alternative treatment
Variable B SE df P ExpB CI(95%)
Pessimism 1.79 0.98 1 .07 5.98 0.87-41.2
5.4.6 Differences in levels of anxiety and depression
Firstly, a paired samples t-test was conducted on emotional well-being (i.e. anxiety and 
depression) to identify whether there were any significant differences in levels of anxiety 
and depression reported while at the hospital (Time 1) and between four to six months later 
(Time 2). Results indicate that that there were no significant differences in levels of anxiety 
(t = -.37, df = 23, n.s.) and depression (t = .61, df = 23, n.s.) reported at Time 1 and Time 2. 
This result shows that patients did not experience any significant changes in the levels of 
negative affects up to six months after discharge from the hospital. It must be noted that the 
levels of anxiety and depression reported both at the hospital and at home were moderately 
low, compared to the levels of negative affects reported in findings of studies conducted in 
the West.
5.4.7 Bivariate associations: baseline and outcome variables
5.4.7.1 Anxiety and depression
Next, bivariate correlations were used to identify baseline psychological characteristics that 
were associated with anxiety and depression at Time 1 and to determine whether these 
variables would be associated with anxiety and depression at Time 2. Bivariate analyses 
indicate that the following baseline psychological variables were significantly coiTelated
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with anxiety at Time 1: self-efficacy (r = -.52, p <.001), self-esteem (r = -.44, p <.001), 
doctor locus of control (r = -.27, p <.05), pessimism (r = .60, p <.001) and depression.(r = 
.75, p <.001). The patterns of association suggest that lower self-efficacy and self-esteem 
were related to higher levels of anxiety while in the hospital. Stronger pessimistic views 
and higher levels of depression were associated with higher anxiety. Not surprisingly, 
stronger attribution of control to doctors over recovery was associated with lower levels of 
anxiety experienced in the hospital.
Similarly, bivariate correlations were assessed for baseline psychological characteristics 
and depression at Time 1. Self-efficacy (r = -.58, p <.001), self-esteem (r = -.47, p <.001), 
exercise efficacy (r = -.39, p <.01), doctor locus of control (-.49, p <.001), pessimism (r = 
.59, p <.001) and anxiety (r = .75, p <.001) were found to significantly conelate with 
depressed feelings at the hospital.
Next, analyses were conducted to predict anxiety and depression at Time 2 from 
demographics and psychological characteristics at Time 1. Partial correlation analyses 
were conducted, controlling for Time 1 levels of anxiety and depression. None of the 
psychological characteristics significantly conelated with Time 2 anxiety, when Time 1 
anxiety was controlled. For example, pessimism, which has been shown to consistently 
relate to anxiety was no longer a significant correlate of anxiety in this prospective analysis 
(r — -.12, n.s.).
A significant relationship was obtained, however, for work status (r = -.40, p <.05); 
unemployed/retired patients were more likely to express higher anxiety levels. The use of 
alternative treatment following discharge from hospital was also related to lower levels of 
anxiety for patients at follow-up (r = -.40, p <.05). These results suggest that the effects that 
suiwive the paifialling out of Time 1 anxiety were direct effects of baseline measures on 
Time 2 anxiety.
The following variables were shown to significantly coiTelate with depression at Time 2, 
controlling for depression at Time 1: self-efficacy (r = -.49, p <.05), exercise efficacy (r
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.49) and active coping (r = -.59, p <.01). None of the demographic variables were 
associated with depression. Neither the use of alternative tieatment nor attendance at CRP 
were significant conelates of depression at Time 2. The patterns of relationship suggest that 
the stronger the perceptions of general and specific (i.e. to perform exercise) self-abilities 
during hospitalisation, the lower the depression reported while convalescing at home. The 
use of an active coping strategy was also related to lower levels of depression. Pessimism, 
which was highly related to depression at Time 1, was not significantly conelated with 
depression at Time 2 (r = .26, n.s.).
5.4.7.2 Quality of life
Only active coping was found to significantly relate to reported quality of life among 
patients four to six months following hospital discharge (r = .45, p <.05). This shows that 
the use of active coping at Time 1 was directly related to better reported quality of life at 
Time 2. No other psychological and/or demographic variables at Time 1 significantly 
coiTelated with patients’ reported quality of life at Time 2.
5.4.7.3 Impact of illness
Of the psychological variables assessed at Time 1, only seeking emotional support was 
significantly related to impact of illness; specifically impact of illness on energy level (r = 
.55, p <.05). This relationship suggests that the greater the tendency to seek emotional 
support, the more likely patients’ were to report tiredness and sleepiness as a result of their 
illness. Non-Malays were more likely to report worse impact of illness on their level of 
energy (r = .41, p <.05).
None of the psychological variables significantly correlated with the illness impact on 
activity levels construct. However, the use of alternative treatment (r = -.39, p <.05) was 
found to significantly conelate with impact on activity functioning. This relationship 
suggests that patients who reported using alternative medicine to treat their CHD reported 
less impact of their illness on activity levels. In other words, using complementary 
medicine to treat CHD was related to patients’ perceptions that they their illness had not 
debilitated their physical functioning.
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5.4 8 Predictions of outcome variables
Next, stepwise multiple regression analyses were perfoimed to predict outcome variables 
from their respective significant conelates. Given the small sample size at follow-up (n = 
26), significant bivariate relationships between independent variables and outcome 
variables were not easily obtained as seen above. Hence, in addition to significant 
conelation coefficients (p <.05), bivariate relationships that approached significance (p 
<=.10) were also selected as predictor variables in the following multiple regression 
analyses.
5.4.8.1 Predicting emotional well-being
Controlling for anxiety and depression at Time 1, a stepwise multiple regression was 
performed to predict anxiety at Time 2 from its significant correlates. The predictor 
variables entered were working status and actual use of alternative freatnient. Actual use of 
alternative treatment significantly predicted anxiety; accounting for 15% of the variance. 
Patients who sought alternative medicine to treat their illness were less likely to be anxious 
(P = -.40,p<.001).
Similarly, a stepwise multiple regression was performed on depression from the following 
predictor variables: self-efficacy, self-esteem, exercise efficacy and active coping. Active 
coping significantly predicted depression ((3 = -.45, p <.001), accounting for 21% of the 
variance. The results suggest that taking direct actions to manage problems related to CHD 
would be less likely lead to depression.
5.4.8.2 Predicting quality of life
A stepwise multiple regression was conducted to predict quality of life from the following 
significant correlates: active coping and seeking support. Both active coping and seeking 
support significantly predicted quality of life ((3 = .47, p < .001 and (3 = -.26, p <.05). Both 
predictors accounted for 29% of the variance. These results suggest that patients who used 
active coping strategies were more likely to report better quality of life. On the other hand,
162
patients who sought emotional support in coping with their illness were more likely to 
report worse quality of life.
5.4.8.3 Predicting impacts of illness
Three separate stepwise multiple regression analyses were performed to predict impacts of 
illness on activity level and energy level. No regression was perfoimed on illness impact on 
social activities due to the lack of significant conelates.
Active coping, seeking support and actual use of alternative treatment were entered as 
predictor variables to predict impact of illness on activity level. Active coping, seeking 
support as well as actual use of alternative treatment significantly predicted impact of 
illness on activity level, accounting for 34% of the variance. The results indicate that use of 
active coping strategies ((3 = -.34, p <.005) as well as actual use of alternative medicine to 
treat CHD ((3 = -.28, p < .01) would likely lead to less adverse impact on patients’ everyday 
activity levels. However, seeking support was more likely to lead to more adverse impact 
on patients’ reported activity level ((3 = .28, p <.01).
Ethnic group and seeking support were significant predictors of impact of illness on 
patients’ energy level, accounting for 19% of the variance. Non-Malays and patients who 
sought support to cope with their illness were more likely to report stionger impact of CHD 
on their energy levels (P = .24, p <.05 and p = .36, p <.005, respectively).Table 5.14 
provides the findings on the predictions of outcome variables.
Table 5.14 Predictions of outcome variables from baseline characteristics at Time 1
p t p R2 Adj. r 2 F p
Anxiety .16 .15 12.55 <.001
use of alternative
tieatment - .40 -3.54 < .001
work status .22 1.95 n.s.
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Depression .21 .19 16.99 <.001
active coping -.45 -4.12 <.001
self-efficacy 
exercise efficacy
-.20
-.14
-1.80
-1.30
n.s.
n.s.
Quality of Life .29 .27 19.03 <.001
active coping 
seeking support
.47
-.26
4.47
-2.45
<.001
<.05
Impact on Activity Level .34 .31 10.71 <.001
active coping 
seeking support 
use of alt. treatment
-.34
.28
-.28
-3.20
2.76
-2.68
< .005 
<.01 
<.01
Impact on Energy Level .19 .17 7.73 <.005
seeking support 
ethnicity
.36
.24
3.20
2.13
<.005 
< .05
Mediating analyses were not conducted because none of the relationships met the criteria 
for mediation. For example, active coping was hypothesised to mediate the relationship 
between self-referent beliefs and depression. However, neither self-efficacy nor exercise 
efficacy significantly predicted active coping. Further analysis was, thus, terminated.
5.5 Discussion
The present study which employed a longitudinal design, looked at the relationships 
between sociodemographic variables and psychological characteristics of patients at 
baseline and outcomes related to CHD six months post-CHD. It attempted to determine 
psychological factors that influence patients’ emotional well-being, quality of life and 
illness impacts four to six months after patients’ period of hospitalisation. It also looked at
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the patterns of relationships between psychological factors and attendance at CRP and the 
use of alternative treatment following discharge from the hospital. In doing so, the study 
looked at the roles of behavioural intentions in predicting attendance at CRP and the use of 
alternative treatment post-CHD period.
5.5.1 Determinants of intentions to and actual attendance at CRP 
Initial analyses revealed that employed, skilled patients were more likely to express 
intentions to attend CRP. Self-referent beliefs were also strongly associated with expressed 
intentions. Patients with high self-efficacy, both general and specific were more likely to 
report intentions to attend CRP. Depression reported at the hospital, on the other hand, was 
associated with the lack of intention to attend CRP. These relationships support those 
hypothesised by the model (see p. 126). Further analyses revealed that self-efficacy and 
exercise efficacy significantly predicted intentions to attend; patients with high self- 
efficacy were nearly six times more likely to express intentions to attend CRP. Similar odds 
were obtained for patients with high exercise efficacy. This predictive relationship provides 
some support for the proposition that self-efficacy shapes behavioral intentions (Bandura, 
1986; 1994).
The findings of this study support the general pattern of attendance at CRP found in the 
West. Only 24% of the patients who were assessed in the hospital attended the CRP 
following their discharge from the hospital; this proportion is comparable to the proportion 
of CRP uptake found in Western studies. For example, Petrie and Weinman (1997) found in 
their study that only a third of eligible patients under 65 years old attended cardiac 
rehabilitation, whilst another study found CRP uptake of as low as 21% in eligible patients 
(Ades et. al., 1996).
A different pattern of relationship emerged between sociodemographic characteristics and 
actual attendance. The results revealed that work status and socioeconomic status were 
significantly associated with attendance at CRP among Malaysians in this sample 
suggesting that employed, unskilled patients were more likely to attend rehabilitation 
programmes. The difference in percentage of attendance by work status could be attributed
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to age; those who were not working were more likely be older than 60 years of age, hence, 
would have retired. It should be noted, however, that age was not significantly related to 
attendance at CRP for patients in this study. The difference in attendance by work status 
could also be due to accessibility; unemployed patients might not have the financial means 
to travel to and consequently, attend the rehabilitation programme provided by the hospital, 
although the rehabilitation services provided were free.
Additionally, the results showed that unskilled workers were more likely to attend the 
programme provided by the hospital. This result may be linked to education status; 
unskilled patients were more likely to lack prior information regarding the implications of 
having CHD. Patients might perceive CRP to be a means of obtaining the necessary 
information for patients to adapt to their illness. In general, these findings provide some 
support for the sociodemographic patterns of cardiac rehabilitation attendance found in the 
West. For example. Cooper and colleagues (1999) found that unemployed patients were 
less likely to attend recommended rehabilitation programmes.
Bivariate analyses further revealed that intention to attend CRP was significantly associated 
with actual attendance. In other words, patients who expressed an intention to attend CRP 
were more likely to attend the programme. Other variables found to be significantly 
associated with attendance at CRP were self-efficacy, turning to God as a coping 
mechanism and seeking emotional support. The results suggest that patients with high self- 
efficacy were more likely to attend CRP. This finding supports studies in the West looking 
at the relationship between self-efficacy and healthy, adaptive behaviors post CHD. Perkins 
and Jenkins (1998), for example, found that patients who were recovering from PTCA with 
higher self-efficacy tended to have higher behaviour performance scores (e.g. physical 
activities and dietary intake). On the other hand, patients who turned to God and those who 
sought support as ways to cope with their illness were less likely to attend CRP. The 
associations between self-efficacy, intentions and attendance provide some support for the 
contention that self-efficacy and intentions are proximal determinants of behavior 
(Bandura, 1994). As reported earlier, self-efficacy was found to significantly predict
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intention to attend; patients with low levels of self-efficacy were less likely to express 
intention to attend CRP.
The finding that turning to God and seeking support as coping mechanisms to be negatively 
correlated with attendance at CRP provide support for the differences in illness behaviors in 
collectivistic pluralistic societies. Collectivistic societies emphasise interdependence with 
others in the extended family rather than individuals outside the family. Religion also plays 
an important role in influencing illness-related behaviors in collectivistic societies. This 
interdependence on family and God plays a significant role in influencing the behaviors 
carried out, or not earned out. At times, stronger priority is given to in-group processes 
rather than to personal goals. Patients may perceive the spiritual and emotional support 
received from family and God is sufficient in assisting their recoveiy, hence perceiving 
attendance at CRP unnecessary.
The results of this study further indicate that there was a significant difference in the 
percentage of patients who expressed willingness to attend and actual attendance(40% vs. 
24%, respectively). The results further revealed that 25% of those who intended to attend 
kept to their intentions, compared to 51% of those who kept to their intentions of not 
attending. The difference in percentage of intention and actual behaviour is comparable to 
that found by Cooper and colleagues (1999), showing that the rehabilitation attendance rate 
of 40% falls short of the 72% of patients who expressed an intention to attend. They further 
reported that the intention to attend rate in those actually attending cardiac rehabilitation 
was over 90% versus 58% for those not attending (Cooper et. al., 1999). The present study 
sought to explore the factors that distinguish between patients who kept to their initial 
intention to attend CRP (inclined attenders) and those who failed to keep to their intention 
(inclined abstainers) and between who kept their initial intention not to attend CRP 
(inclined abstainers) and those who attended CRP, despite not expressing the initial 
intention to do so (disinclined abstainers).
Results revealed that these groups differed in their self-referent beliefs. Disinclined 
attenders had the lowest self-efficacy, exercise efficacy and diet efficacy. This result shows
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two main things: firstly, patients with low self-efficacy were less likely to express 
intentions to attend CRP. However, they were the ones who subsequently attended CRP. In 
short, those who had the lowest self-efficacy beliefs were the ones who subsequently 
attended CRP, regardless of their initial intentions. This latter finding did not support 
models developed in the West (e.g. self-efficacy model and the TPB).
The analyses also revealed that these groups differed in a dimension of coping. Inclined 
abstainers and disinclined abstainers were more likely than both disinclined and inclined 
attenders to cope with their illness by turning to God or religion. The result shows that 
patients who turned to God most often in dealing with their illness were the ones who 
subsequently did not attend rehabilitation programmes, regardless of their initial intentions. 
This finding suggests the important role religion and/or God plays in shaping patients’ 
intentions and subsequently, behaviors related to the intention; patients who did not attend 
CRP were patients who had ‘other’ means to help them recover fiom their illness. The 
finding lends some support for the mechanisms by which collectivistic societies, such as 
Malaysia, operate in influencing individuals’ illness-related behaviors.
The significance of turning to God as a possible deteiminant of behavior was further 
supported by results of regression analyses. Analyses predicting actual attendance at CRP 
from its significant correlates revealed that only turning to God as a coping style 
significantly predicted actual attendance; intentions and self-efficacy were no longer 
significant predictors of CRP attendance. This finding further lends support to the 
significance of religion and/or spirituality in determining illness-related behaviors in 
collectivistic societies such as Malaysia. CRP, a concept originating fiom individualistic 
societies in the West which emphasises independence and self-assertion, may not be 
compatible when applied in collectivistic societies. Within a colllectivistic context, illness 
and illness-related behaviors are viewed as somewhat determined by the dynamics of 
interpersonal relationships. At times, illness causation and recovery is attiibuted to fate. 
Hence, it is not surprising that individuals in collectivistic societies may find a concept 
which focuses on the individual as an important deteiminant of illness behaviors and its 
outcomes, such as the CRP, to be alien. It should be noted, however, that the logistic
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regression analyses was based upon a small sample size; thus the reliability of these 
findings are in doubt. The findings are to be used mainly as references for future research.
In short, these results add further weight to the evidence that intention alone is useful but 
not sufficient to predict future health behaviour.
Different factors could account for the findings on attendance at CRP in this study. For 
example, this study did not include other measures that may deteimine whether intentions 
can get tianslated into actual behavior, including factors such as time, money, ease of 
attendance, peer and family support to attend (Davidson, 1995; p .163). For example, 
patients who have access to transportation are more likely to attend CRP. More relevant is 
the finding by Cooper and colleagues (1999); they found that personal beliefs about illness 
significantly predicted attendance at cardiac rehabilitation. They found that patients who 
perceived their illness to be beyond their personal control were less likely to attend such 
programmes.
Social cognition models of health behavior such as TPB have recently proposed numerous 
other factors that may intervene between intentions and behavior. For example, they have 
proposed the need to differentiate between ‘goal intention’ and ‘implementation intention’ 
(Gollwitzer, 1993; Gollwitzer and Brandstatter, 1997) to predict actual behaviour. 
According to Gollwitzer and colleagues (1997; 1998), intentions are more likely to be 
translated into behavior if they are tiansfbrmed into “implementation intentions”, by 
specifying the circumstances (i.e. when, where and how) in which a particular action is to 
occur. Implementation intention is the volitional phase of behavior, which may result in the 
likelihood of the intended action when the behavior is thought to be difficult to accomplish 
or when contextual distractions are likely to be presented (Gollwitzer and Oettingen, 1998). 
However, such intervening variables were not measured in this study.
In short, myriad factors are shown to be associated with attendance at CRP in the West. 
Most of these factors are focus on the self, reflecting the individualistic context in which 
these studies were conducted. Although these self-related factors play an important role in
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influencing behaviors, they may not necessarily be the sole determinants of behavioral 
outcomes in more collectivistic societies such as Malaysia.
5.5.2 Implications for CRP
The patterns of differences between the four groups have important implications for the 
development of in-patient as well as out-patient rehabilitation programmes in Malaysia. 
Psychological assessment should be conducted to identify patients who are suitable for 
rehabilitation, and any psychological intervention implemented should be based on this 
assessment. In short, cardiac rehabilitation has to be made available to those who need it, as 
emphasised by the American Heart Association (1994) in the following statement "that 
there is a need to identify and focus on patients whose medical and social profiles predict 
non-compliance, since these patients may benefit most from specific interventions”.
Hence, reliable predictors of attendance behaviour during hospital admission are necessary 
in order to optimise uptake in those who could benefit the most. This study shows that 
patients’ self-referent beliefs measured during hospital admission are associated, although 
modestly, with future cardiac rehabilitation attendance. More important is the implication 
of the finding that patients with a strong sense of spirituality may deem cardiac 
rehabilitation unnecessary, therefore declining to attend the recommended programme. 
Stated differently, patients who did not attend CRP were more likely to be patients who had 
God to turn to for help in coping with their illness. A possible reason for non-attendance for 
these patients may be related to the nature of the programme itself. Cardiac rehabilitation 
programmes offered in Malaysia, to date, are replicas of the ones developed in the West. 
The types of programmes offered focus mainly on enhancement of physical activities and 
changes in dietaiy behaviours. The programmes, as they were then, did not offer specific 
emotional and/or spiritual input to patients in helping them cope with their illness. Hence, it 
is important to address patients’ individual beliefs, perceptions and main concerns as well 
as correcting patients’ misconceptions concerning the goals of rehabilitation throughout 
their in-hospital stay.
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5.5.3 Determinants of intentions to and actual use of alternative tieatment 
Initial analyses revealed that unskilled workers and non-Malays were more likely to 
express intentions to seek alternative treatment when assessed at the hospital. Of the 
psychological variables assessed, only locus of control variables were significantly 
associated with intentions. Patients who strongly attributed recovery to doctors and less to 
God were more likely to express intentions to seek complementaiy medicine to treat their 
illness. These relationships suggest that intentions to seek alternative or complementary 
medicine may be a function of patients’ belief in all types of healers, both allopathic and 
alternative. The lack of faith in God’s role in determining recovery also seems to influence 
intentions to seek complementary medicine.
However, further analyses revealed only ethnicity significantly predicted intentions. Non- 
Malays were more likely than Malays to express intentions to seek complementaiy 
medicine. This result may be related to patients’ perceptions of the types of alternative 
treatment represented. Alternative treatment or ‘traditional medicine’ as they are commonly 
known in Malaysia often refer to Chinese medicine. It is thus not suiprising that non- 
Malays, namely Chinese, would more likely consult sinsehs or ‘Chinese medicine men’ and 
subsequently, use Chinese herbs and medicine to treat the symptoms of their illness.
A different pattern of relationships emerged when actual use of alternative treatment was 
analysed. Loci of control variables were no longer significant correlates of its actual use. 
Instead, depression and pessimism were found to be significantly related to use of 
alternative treatment. Pessimistic patients were six times more likely to actually consult 
complementary medicine to treat their illness. One inteipretation of this finding is that 
patients who experienced a sense of helplessness after being diagnosed with a heart disease 
may have consulted complementary medicine to regain control over the uncertainties of 
living with the illness. The use of complementary medicine may provide hope to 
pessimistic patients, giving them a sense of security over their prospects of recovery. The 
finding of this study is consistent with claims in the cancer literature of a need to assess
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pessimism among patients and to create and maintain ‘optimism’ in the care of cancer 
patients (Jarrett and Payne, 1999; Ritvo, et. al., 1999; Tmant and Bottorff, 1999).
5.5.4 Relationships between and predictions of baseline psychological constructs and 
anxiety and depression
An interesting finding of this study is the lack of differences in the levels of anxiety and 
depression reported by patients at the hospital and at home, up to six months after discharge 
from the hospital. Unlike many studies conducted on affects or moods related to having a 
CHD, the study reveals that Malaysian patients experienced low to moderate levels of 
negative affects while at the hospital, comparatively lower than the levels reported by 
Western cardiac patients. The low levels of negative affects expressed by patients while at 
the hospital could be attributed to the way negative affects were assessed; face-to-face 
interviews may have hindered the expression of negative feelings and thoughts patients 
might have concerning their illness. Culturally, expression of emotions, particularly 
negative emotions is not a norm in the East. Thus, a social desirability effect might have 
influenced the low levels of anxiety and depression reported by the patients interviewed.
However, when patients responded to the questionnaire at Time 2, similar levels of 
negative affects were found. In other words, there were no significant differences in the 
levels of anxiety and depression reported by patients four to six months after discharge 
from the hospital.
Several factors could account for the lack of differences found in the levels of negative 
emotions reported by patients. Firstly, the low levels of negative affects at Time 2 could be 
attributed to the passage of time. Six months had passed since patients experienced their 
heart attack and/or surgeiy, a period within which they might have emotionally adapted to 
their illness. Although some studies have shown that anxiety and/or depression are 
prevalent in up to one third of patients between one to ten years after their heart attack 
(Frasure-Smith, 1995a; Rahe, 1989), the same pattern appears not to hold true for 
Malaysian patients in this sample.
172
Secondly, the measurement used to assess these affects, particularly depression was shown 
to not be highly reliable (Cronbach alpha coefficient of .34) at Time 2. Although the 
constructs were valid, as revealed in the bivariate analyses, the lack of internal consistency 
is of concern. These measures became less reliable when completed as self-report 
questionnaires. One possible reason that could account for the lack of reliability is response 
bias, whereby patients systematically fail to answer to the questions accurately (Hammond, 
1995; p. 198). Patients may have presented themselves as more ‘emotionally healthy’ than 
they really were. The low reliability could also be a function of the small sample size or it 
may suggest that the depression construct may not be a highly reliable constmct when used 
in this cardiac patient sample six months following discharge from the hospital. It could be 
that only those who were not too anxious or depressed were willing to complete the 
measures at Time 2.
Bivariate analyses revealed interesting patterns of relationships between baseline 
characteristics and negative affects at Time 1 and similarly, at Time 2. Self-referent beliefs 
variables, namely self-efficacy and self-esteem were significantly associated with anxiety 
at Time 1; the stronger patients’ perceptions of their ability to perform difficult tasks and 
the stronger the self-worth beliefs, the less anxiety patients reported while at the hospital. 
Additionally, the stionger attribution of control over recovery placed on doctors, the less 
anxiety reported by patients. Another finding shows that perceptions of pessimism were 
strongly associated with higher levels of anxiety immediately following the illness. These 
patterns of relationships are not suiprising. Hospitalised patients would naturally depend on 
doctors and nurses for care; this dependency on trusted health care professionals at a 
critical period in patients’ life would be a positive influence on their immediate emotional 
reactions to the illness.
It is interesting to observe though that although doctor locus of control was a significant 
correlate of emotional well being, it was to God to which control over recovery was most 
strongly attributed. As discussed in previous chapters, spirituality is an important aspect of 
life for Malaysians, regardless of their religious orientation. Thus, attributing control over 
recovery to God is not surprisingly prevalent among patients in this sample.
173
However, six months following patients’ discharge from the hospital, the above 
relationships no longer held true when anxiety at Time 1 was controlled for. Initial results 
show that self-referent variables were stiongly related with Time 1 anxiety. However, when 
anxiety for Time 1 was controlled for, self-referent beliefs no longer predicted Time 2 
anxiety. Similar results were obtained for depression. The lack of predictive relationship 
between predictor variables and negative affect at Time 2 suggests that the variance 
accounted for by self-referent beliefs is associated with that part of Time 2 negative affect 
that was predicted by Time 1 negative affect.
The use of alternative ti eatment following discharge from the hospital turned out to be the 
single determinant of anxiety. Patients who had consulted complementary medicine to treat 
their illness reported less anxiety at follow-up. The use of complementary treatment may 
help patients be more optimistic of their recovery, hence feel less anxious about the 
outcomes of their illness. These patients may also have had positive experiences using 
complementary medicine, giving them a sense of empowerment in determining their 
recovery. The use of complementary treatment was also significantly associated with 
impact of illness on activity level. Patients who reported using complementary medicine 
were less likely to experience the debilitating effects of their illness on their self-reported 
physical functioning. One possible reason that could account for this significant 
relationship is the actual effectiveness of the complementary medicine used. Although there 
is a lack of scientific evidence on the effectiveness of complementary medicine in treating 
physical illnesses, there are suggestions that complementary medicine may be useful in 
temporarily alleviating adverse symptoms related to a physical condition (Sharma, 1992; 
Smith and Boon, 1999). Placebo or real, the use of alternative medicine was found to be a 
significant predictor of anxiety and physical functioning among Malaysians in this sample.
The results further indicated that active coping was the only significant predictor of 
depression; the more often patients used active coping strategies, the less depression 
reported. Active coping was also a significant predictor of quality of life and impact of 
illness on activity level, suggesting that planning and actively managing ways to deal with
174
CHD would more likely lead to improved quality of life. Patients who utilised active 
coping strategies were also less likely to experience debilitating impact of CHD on their 
normal eveiyday activities.
Another foim of coping found to be significantly associated with outcomes is seeking 
support. Patients who often turned to family and friends for support were less likely to 
report satisfaction with their quality of life. They were also more likely to experience the 
debilitating impacts of their illness on their activity and energy levels. These findings were 
not expected. A possible reason for these relationships may be due to the way seeking 
support was conceptualised. Seeking support was a coping stiategy; it was not a measure of 
social support. Thus, a likely inteipretation of these findings is that patients who were not 
satisfied with the quality of their life and experienced difficulties in caiTying out physical 
activities were more likely to seek support from friends and relatives. A different pattern of 
relationship may have obtained if actual support received was assessed.
5.6 L im itations and Suggestions for Future R esearch
As with many other prospective, longitudinal studies, a main wealaiess of the present study 
is its lack of statistical power. Because of the small number of patients, potentially 
important effects of psychological characteristics (e.g. self-efficacy, locus of control, 
coping strategies) on attendance at CRP and psychological outcomes were probably 
missed. Secondly, the baseline psychological variables used in this study failed to include 
variables that may be more reliable predictors of actual perfoimance of an intended 
behaviour. For instance, it did not include perceived behavioural control, an important 
component of TPB, which has been consistently shown to be related to intentions and 
subsequently, affect behavioural outcomes. Intention was also vaguely defined. Thirdly, the 
study did not address the issue of changes in the levels of the various cognitive and 
emotional constructs. Comparisons in levels of negative affects may not be a reliable 
indication of the true state of emotions for convalescing patients. The study should also 
have included psychological characteristics used at baseline in the follow-up phase. The
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inclusion of the variables used at Time 1 at Time 2 would be valuable in gauging changes 
in self-referent beliefs and pessimistic views (i.e. whether self-efficacy was enhanced or 
pessimistic views ameliorated) during the six months of recoveiy period.
It is noted that the sample size at follow-up is small; hence, the generalisability of these 
inferences are in doubt possible from the analyses are of limited in value and should be 
treated with caution. The rationale for conducting these analyses, then lies essentially with 
the pattern of results. The results obtained would be useful references for future research 
conducted in this area.
Whilst acknowledging the limitations of the present study, it has several strengths that 
could be taken into account for future research. The study attempted to test the possible 
direct relationships between self-referent beliefs, locus of control and coping strategies and 
attendance at rehabilitation, by-passing intentions. Although most data obtained were self- 
report, actual attendance at CRP was an objective; verification of attendance was obtained 
from CRP nurses. Hence, the reliability and validity of the outcome measure, CRP 
attendance specifically could be established. Lastly, this study is the first of its kind in 
Malaysia, hence may prove useful for other researchers interested in conducting research in 
the same area. The findings may also be useful to health care professionals involved in 
developing cardiac rehabilitation programmes; the main issue to be considered is the need 
to develop programmes, both in-hospital and out-patient rehabilitation programmes that 
cater to the specific needs of Malaysian patients. Failure to do so may lead to their lack of 
success in recruiting patients to attend their programmes and subsequently, to their 
ineffectiveness in improving the quality of life of their patients.
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CHAPTER 6
STU D Y  4
PSY C H O LO G IC A L  A SPE C T S OF PO ST-C O R O N A R Y  PATIENTS
A im s and Ovei*view
An original aim of this research was to study recovery from CHD longitudinally. To this 
end, a prospective study was conducted (see Chapter 5), but the attrition was such that the 
findings from the small sample of patients who completed the study could only be treated 
as suggestive rather than definitive. Given this major limitation of the longitudinal study, a 
new sample of patients (n = 51) was assessed at post-hospitalisation only, at 
approximately the same in recovery as the Time 2 assessment of the 26 patients who 
completed the longitudinal study. The aims of this study were to examine the concurrent 
relationships among the variables in the model of CHD recovery post-hospitalisation and 
compare this with the cross-sectional study of in-patients (Study 2, Chapter 4), which 
would give an indication of how patients differ immediately after their illness versus six to 
nine months later. The major limitation of this design is the patients comprising the two 
samples at the two times of measurement were different, except for the 26 patients who 
completed the longitudinal study.
The three specific aims of this study were to : (1) examine the cross-sectional 
relationships proposed in the model of recovery from CHD at post-hospitalisation using a 
combined sample (N = 77) assessed between three months (n = 26) up to nine months (n 
= 51) after hospitalisation for their cardiac event; (2) compare the outcomes of patients 
who attended CRP versus those who did not and compare the outcomes of those who 
used complementary medicine and those who did not; and (3) to compare the scores of the 
in-hospital cohort (Chapter 4) and the 51 patients recruited at post-hospitalisation in this 
study across all variables.
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Relating to the aim (1), it was hypothesised that the cross-sectional relationships in the 
model at post-hospitalisation would be broadly comparable to those obtained in hospital. 
However, it was predicted that the role of active coping would be more important in the 
post-hospital sample because of the greater opportunity at this stage in CHD recovery to 
use and benefit from active coping strategies. Relating to aim (2), it was hypothesised that 
those attending CRP and those obtaining alternative treatment would have better 
psychological outcomes. Relating to aim (3), it was hypothesised that the post-hospital 
cohort (n = 51) would show evidence of better psychological adjustment across a range of 
measures than the in-hospital cohort (N = 97).
6.0 M odel and Research Q uestions
A modified version of the model examined in Chapter 4 was evaluated on post-hospital 
cohort. The main difference between the model developed for this study and the previous 
one was the removal of self-referent belief and pessimism constructs. These variables 
were conceptualised as predictors of outcomes over time. Thus, they were not deemed 
relevant in this study because this study assessed concurrent relationships. Another 
different feature of the modified model is the addition of past smoking behavior as a 
predictor variable. Assessment of change in smoking history was not possible until now. 
The reason for including past smoking variable in this study was because it is an 
important risk factor for CHD relapse which may subsequently influence illness 
outcomes.
The model (see Figure 6.1) postulated the concurrent relationships between 
sociodemographic variables, behavioral variables (i.e. health-related lifestyle variables, 
attendance at CRP, use of alternative treatment, coping styles) and psychological outcome 
variables and return to work. Broadly, the model proposes that sociodemographic 
characteristics are related to behavioral variables such as coping styles, health-related 
lifestyle variables, sleeping patterns, attendance at CRP and the use of alternative 
treatment following discharge from hospital. These behavioral variables are associated
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with psychological outcome variables assessed up to nine months post illness. The 
psychological outcomes were negative affect (i.e. anxiety and depression), impact of 
illness on activity, energy and social functioning, quality of life and return to work.
According to the model, sociodemographic characteristics are related to behavioral 
variables. For example, older patients are less likely to exercise regularly following their 
discharge from hospital (Cooper et. al., 1999) and are less likely to attend CRP. Women 
are also less likely to exercise after discharge. Malays are expected to consult 
complementary medicine to treat their illness after hospital discharge (see Chapter 5).
The model further proposes that several behavioral variables following discharge from the 
hospital are related to each other. For example, active coping strategies are hypothesised 
to be associated with exercise and eating a healthy diet. Healthy lifestyle variables are also 
more likely to be positively related to healthy sleeping patterns. Patients who attend CRP 
following discharge from hospital are also more likely to be the ones who exercise 
regularly, eat healthily and quit smoking. No relationship, however, is expected between 
healthy lifestyles, attendance at CRP and the use of complementary medicine.
The model further proposes that psychological outcome variables are related to each 
other. Negative affect is positively associated with impact of illness on functioning status, 
and negatively related to satisfaction with quality of life and return to work.
Lastly, the model proposes that behavioral variables following discharge from hospital are 
related to psychological outcome variables (e.g. negative affect, functioning status, quality 
of life, and return to work). For example, attendance at CRP is more likely to be 
negatively associated with negative affect, impact of illness on functioning status and to be 
negatively related to quality of life and return to work. Sleeping patterns are more likely to 
be positively associated with quality of life. Patients who lead healthy lifestyles are more 
likely to return to work. According to the model, behavioral variables following discharge 
from the hospital may mediate the relationships between sociodemographic characteristics 
and psychological outcome variables.
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D em ographic
Variables
Behavioral
V ariables
Psychological 
O utcom e Variables
Age Cooine Stvles Negative Affect
Active Anxiety
Gender Denial Depression
Giving Up
Ethnicity Turning to God
Seeking Support Quality of Life
Religion
Marital -----> Attendance at CRP ------p. Impact of Illness
and Activity Functioning
Work Status Energy Functioning
Use of Alternative Social Functioning
SES Treatment
Lifestvles Return to work
Smoking Diet
History Exercise
Smoking
Sleeping Patterns
Figure 6.1 Model of recovery from CHD for post-coronary patients
The following research questions were formulated for this study:
1) Will sociodemographics (and smoking history) be significantly related to behavioral 
variables such as coping styles, health-related lifestyles, attendance at CRP, use of 
alternative treatment and sleeping patterns?
2) Will sociodemographic variables (and smoking history) predict psychological outcome 
variables (i.e. affective status, quality of life, impact of illness on functioning status and 
return to work)?
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3) Will behavioral variables predict psychological outcome variables?
4) Will behavioral variables mediate the relationship between sociodemographic variables 
and psychological outcome variables?
6) Is attendance at CRP associated with better outcomes at up to nine months post-CHD?
7) Is the use of alternative treatment associated with better outcomes at up to nine months 
post-CHD?
8) Do in-hospital cohort differ from post-hospital cohort on any constructs?
6.1 M ethods
6.1.1 Participants
Patients’ names were obtained from the CCU/CRW list of the third hospital (see Chapter
5). Inclusion criteria were a diagnosis of MI (acute, interior or anterior) or angina pectoris, 
being hospitalised up to six months prior to the conduct of the study. Approximately 120 
questionnaires were mailed to patients in stamped self-addressed envelopes. Responses 
up to three months after the initial posting of the questionnaires were accepted. Of the 120 
questionnaires posted, 51 people responded (42% return rate). The data of the remaining 
26 participants were obtained from the questionnaires completed by patients assessed at 
follow-up in the longitudinal study (see Chapter 5).
6.1.2 Measures
The questionnaire, which was similar to the follow-up questionnaire (Study 3, Time 2), 
consisted of five measures, three of which were previously used at Time I (Study 2). The 
measures were the Hospital Anxiety and Depression scale (Zigmond and Snaith, 1983), 
the Helplessness scale (Beck et. al., 1974) and the COPE scale (Carver et. al., 1989). 
Other scales were the Sickness Impact Profile (Bergner, 1981) and the Quality of Life 
scale (Chibnall, 1990); see Chapter 4 and Chapter 5 for descriptions of these measures. 
The instrument also contained sections on sociodemographic information and items on 
changes in lifestyles and cardiac rehabilitation attendance. All items were backtranslated 
by two bilingual Malaysian translators.
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6.2 Analyses
Demographic characteristics of patients were first assessed. Patients who had been 
previously assessed at the hospital (n = 26) were compared to patients who had not (n = 
51). Bivariate associations between demographic characteristics and behavioral variables, 
between demographic characteristics and psychological outcomes and between behavioral 
variables and psychological outcomes were then assessed. Stepwise multiple regression 
analyses were then performed to predict psychological outcomes from their respective 
significant correlates. Mediation analyses were conducted to determine whether 
behavioral variables mediate the relationship between sociodemographic characteristics 
and psychological outcomes. A forward logistic regresssion was performed to predict 
return to work from its significant correlates. Next, two separate independent samples t- 
tests were performed to determine whether there were any significant differences between 
CRP attenders and non-attenders and between complementary medicine users and non­
users. Independent samples t-tests were also performed to determine whether there were 
any significant differences in all behavioral and psychological constructs between the in- 
hospital cohort (N = 97) and the post-hospital cohort (n = 51). The 26 patients who 
participated in the longitudinal study (Study 3) were not included in this analysis. The 
Bonferroni correction procedure was applied to the independent samples t-test where 
applicable to control for Type I error.
6.3 Results
6.3.1 Demographic characteristics
There were no significant differences in demographic characteristics between patients 
who had been previously assessed at the hospital (n = 26) and patients who were recruited 
six months post-hospitalisation (n = 51). Of the 77 participants, 72 (94%) were men. A 
similar percentage was married. More than two-thirds were Malays. Thirty-seven (48%) 
were skilled workers while the remaining 40 (52%) were manual labourers. The mean age 
of participants were 51.8 years (SD = 8.7). Table 6.1 summarises patients’ demographic 
characteristics.
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Table 6.1 Demographic characteristics of post-CHD patient cohort (N = 77)
Sociodemographic Variables Mean (SD) of Frequencies (%)
Age 51.8(8.68)
Gender
Male 72 (94%)
Female 5 (6%)
Ethnic Group
Malay 51 (66%)
Other 26 (34%)
Religious Affiliation
Islam 60 (78%)
Other 17 (22%)
Marital Status
Married 75 (97%)
Widowed/Single 2 (3%0
Work Status
Employed 58 (75%)
Not employed/Retired 19 (25%)
Socioeconomic status
Skilled Workers 37 (48%)
Unskilled Workers 40 (52%)
6.3.2 Psychometric properties of constructs
Seven constructs were generated as outcome measures from the following five measures: 
Hospital Anxiety and Depression scale, the Helplessness scale. Quality of Life and the 
Sicloiess Impact of scale. Five constructs were generated for the COPE scale. Cronbach 
alpha coefficient was obtained for each construct and scores were computed by summing 
up the scores for each item and dividing the sum by the number of items in each construct. 
The psychometric properties of each scale are summarised in Table 6.2,
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The anxiety and depression constructs generated from the HAD scale were internally 
consistent, albeit moderately for depression (a = .77 and a  = .64, respectively). The 
Kolmogorov-Smimov test of normal distribution was used instead of the Shapiro-Wilk as 
used in previous studies because the sample size here was larger than 50 (SPSS, version 
9.0). The distribution of scores for anxiety was skewed in the low direction (Kolmogorov- 
Smimov = .11, df = 77, p <.05). In general, the levels of anxiety as well as depression up 
to nine months following discharge from hospital were quite mild, comparable to the 
levels of anxiety and depression reported for the in-patients. For example, the mean for 
anxiety in-hospital patients was 2.55 (SD = 1.06; see Chapter 4) while the mean at Time 2 
was 2.45 (SD = 0.89) (see Chapter 5). As expected, the two constructs were highly 
associated (r = .48, p <.001), although less so than the relationships found in the earlier 
studies (see Chapter 4 and Chapter 5).
Three of the five coping constructs generated from the modified 24-item COPE scale 
were internally consistent. ‘Active coping’ had an alpha coefficient of .64 whilst ‘seeking 
emotional support’ had alpha coefficient of .60 and ‘giving up’, .72. The Cronbach alpha 
coefficient yielded for four-item ‘denial’ was relatively low (a = .53). ‘Turning to God’ as 
a way of coping had a low Cronbach alpha coefficient (a = .48), unlike findings of earlier 
studies (see Chapter 4 and Chapter 5), in which the alpha coefficients for this construct 
ranged from .81 to .88. Despite the low reliability coefficients for ‘denial’ and ‘turning to 
God’, these constructs were retained for further analyses; however, the results are treated 
with caution.
Of the five coping constructs, patients most often turned to God to cope with their illness, 
followed by actively coping with their condition. Patients quite often sought emotional 
support from friends and relatives. The mean for denial was the lowest of all coping styles 
assessed. The distribution of scores for these coping constructs revealed that only the 
distribution for turning to God was skewed in the higher direction (Kolmogorov-Smirnov 
= .27, df = 51, p <01).
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The internal reliabilities for illness impacts constructs were respectable, ranging from .67 
to .82. The distribution of scores revealed that the distribution of illness impact on social 
functioning construct was skewed in the higher direction (Kolmogorov-Smimov = .20, df 
= 77, p < .01). Bivariate associations showed that these constructs were highly correlated, 
suggesting their validity when used on this patient cohort. The ‘quality of life’ construct 
had a respectable intemal consistency (a = .82), replicating the reliability coefficient of 
earlier finding (see Chapter 5). Table 6.2 lists the Cronbach alpha coefficients of each 
construct and Table 6.3 summarises their respective means and standard deviations.
Table 6.2 Cronbach alpha coefficients for all constructs
Variables Number of Items Cronbach Alpha
Active Coping 6 .64
Seeking Support 4 .60
Tuming to God 3 .48
Giving Up 3 .72
Denial 4 .53
Anxiety 6 .77
Depression 6 .64
Impact on Physical Activity 9 .81
Impact on Social Life 2 .78
Impact on Energy Level 5 .67
Quality of Life 7 .82
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Table 6.3 Means and standard deviations for predictor variables
Variables Means (SD) Rating Scale
Active Coping 3.65 (0.80) (1-5) 5 = always
Seeking Support 3.26 (0.98) (1-5) 5 = always
Tuming to God 4.68 (0.55) (1-5) 5 = always
Giving Up 2.49 (1.05) (1-5) 5 = always
Denial 2.43 (0.89) (1-5) 5 = always
Table 6.4 Means and standard deviations for outcome variables
Dependent Variables Mean (SD) Rating Scale
Anxiety 2.45 (0.92) (1-5) 5 = always
Depression 2.11 (0.55) (1-5) 5 = always
Quality of Life 3.43 (0.73) (1-5) 5 = strongly agree
Impact on Physical Activity 0.91 (0.52) (0-2) 0 = untrue, 2 = true
Impact of Social Life 1.08 (0.76) (0-2) 0 = untrue, 2 = true
Impact on Energy Level 0.72 (0.51) (0-2) 0 = untrue, 2 == true
6.3.2.1 Behavioral variables
Of the 77 participants assessed, 60 (78%) reported to perform some form of exercise after 
discharge from hospital. Of the 60 who exercised, 28% did so at least three times per 
week. Sixty-one (79%) of patients reported eating a healthy diet and 34 (44%) never 
smoked. Of the 43 (56%) who smoked before the onset of their illness, 30 (39%) had quit
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smoking after discharge from hospital. More than one-third of patients (35%) reported to 
have trouble sleeping at night, with 26% sleeping less than four hours every night. A 
majority of patients (69%) attended CRP after discharge. Only a quarter patients (25%) 
sought any form of complementary medicine to treat their illness. Table 6.5 provides 
descriptives of behavioral variables.
Table 6.5 Descriptives of behavioral variables
Behavioral Variables Frequencies (%)
Exercise
No 17(22.1)
Yes 60 (77.9)
Diet
No 16(20.8)
Yes 61 (79.2)
Still Smoking
Yes 13 (16.9)
No 30 (39.0)
Never smoked 34(44.1)
Sleeping Patterns
No 27 (35.1)
Yes 50 (64.9)
Attendance at CRP
No 24 (31.2)
Yes 53 (68.8)
Alternative treatment
No 58 (75.3)
Yes 19 (24.7%)
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6.3.3 Bivariate associations
Bivariate analyses were performed to determine the directions and strengths of 
relationships between variables used in this study. In general, the patterns of associations 
replicated those found in Study 2 and Study 3.
6.3.3.1 Demographics and smoking history
Ethnicity (r = .30, p <01) and religious affiliation (r = .28, p <.05) were significantly 
correlated with smoking history. Malays and Muslims were more likely to have smoked 
before their CHD. Results also revealed that age was associated with history of smoking 
(r = .23, p <05); older people were more likely to have smoked before their illness.
6.3.3.2 Demographics, smoking history and behavioral variables
6.3.3.2.1 Health-related lifestyles variables
Bivariate analyses were performed to assess relationships between sociodemographic 
variables (i.e. gender, ethnicity, religious affiliation, marital status, work status, 
socioeconomic status), smoking history and health-related lifestyles variables (i.e. 
exercise, diet, past and current smoking behaviours).
Results show that gender was not significantly related to any of the lifestyle variables. 
Ethnicity was significantly associated changes in smoking behaviour (r = .45, p <.01). 
Malays were more likely to have quit smoking after their illness. No significant 
relationships were obtained for ethnicity and dietary behaviors or exercise.
Marital status was not significantly related to any of the health-related lifestyle variables. 
Results further show that patients who had retired and/or were unemployed were more 
likely to have changed their diet (r = -.29, p <.01). No other significant relationships were 
obtained for working status. Socio-economic status was significantly associated with 
exercise, with skilled workers being more likely to carry out physical activities such as 
jogging and walking (r = -.26, p <05).
Expectedly, history of smoking was significantly associated with current smoking status (r 
= 1.00, p < 001); patients who had smoked before were more likely to be the ones who
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Still smoked after discharge from the hospital. Smoking history was not related with other 
health-related lifestyle variables.
6.3.3.2.2 Sleeping patterns
Bivariate analyses indicate that only ethnicity was significantly associated with sleeping 
patterns, with non-Malays reported being less likely to sleep well at night (r = -.22, p 
<.05).
6.3.3.2.3 Attendance at CRP
Patients classified as professionals/semi-professionals (i.e. skilled workers) were more 
likely to have attended CRP than unskilled workers (r = -.25, p <05). No other significant 
associations were obtained between demographic variables and attendance of CRP
6.3.3.2.4 Use of alternative treatment
Ethnicity and religious affiliation were found to be significantly related to the use of 
alternative treatment (r = -.28, p <.05 and r = -.23, p < 05), suggesting that Malay and 
Muslim patients were more likely to seek alternative medicine to treat their CHD. No 
significant relationship between socio-economic status and seeking alternative treatment 
was obtained.
Smoking history was also associated with use of complementary treatment (r = -.39, p 
<005); patients who were smokers before the onset of illness were more likely to have 
sought complementary medicine to treat their illness after discharge from the hospital.
6.3.3.2.5 Coping styles
Ethnicity and religious affiliation were found to be significantly associated with tuming to 
God as a coping style (r = -.22, p < 05 and r = -.30, p < 01). The pattern of association 
suggests that Malay and Muslim patients were more likely to seek help from God as a 
way to cope with their illness. Socioeconomic status was significantly associated with 
active coping (r = -.23, p < .05); professionals or skilled workers were more likely to 
adopt active coping strategies in dealing with their illness.
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Smoking history was associated with seeking support (r = .24, p <05). Patients who 
smoked before the onset of their illness were less likely to seek emotional support from 
their family and friends.
6.3.3.3 Behavioral variables
No significant association was found between exercise and dietary behavior and between 
smoking and dietary behavior. Smoking was marginally related to exercise (r = .27, p = 
.05); patients who were still smoking at the time of assessment were less likely to exercise 
regularly after dischaige from hospital.
Interestingly, attendance at CRP was not associated with exercise nor dietary behavior. It 
was significantly associated with smoking (r = .31, p <.05); patients who attended CRP 
were more likely to have quit smoking after discharge from hospital. Similarly, the use of 
alternative treatment was significantly related to smoking (r = .39, p < 01), and not to diet 
or exercise. Patients who sought alternative treatment were more likely to be non- 
smokers.
Active coping was found to be significantly related to exercise (r = .32, p <01), with 
patients who actively solve complications related to CHD being more likely to exercise. 
Active coping was also found to be significantly associated with current smoking 
behaviour (r = .32, p <05); those who use active coping styles were more likely to have 
quit smoking after discharge from the hospital.
Attendance at CRP was significantly associated with seeking emotional support as a form 
of coping mechanism (r = .22, p <.05). Patients who attended CRP were also more likely 
to be those who turned to friends and relatives for support in order to cope with their 
illness.
6.3.3.4 Psychological outcome variables
As expected, anxiety and depression were positively correlated (r = .48, p < .001). A 
significant relationship was obtained between anxiety and quality of life (r = -.28, p <05).
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The association between depression and quality and life was stronger (r = -.55, p <.001). 
These patterns of relationships suggest that the higher the levels of negative affects, the 
worse is the quality of life for post cardiac patients.
Anxiety was significantly associated with impact of illness on activity levels (r = .52, p 
<001) and energy levels (r = .40, p <001). Depression was significantly related with all 
impacts of illness constructs; activity levels (r = .51, p <001), energy levels (r = .57, p 
< 001) and social functioning (r = .49, p < 001). These relationships suggest that patients 
who experienced high levels of negative affect were more likely to experience debilitating 
effects of illness on their functioning levels.
6.3.3.5 Demographics and psychological outcome variables
Bivariate analyses show that gender was significantly associated with only one outcome 
variable: anxiety (r = .28, p < 05), suggesting that women were more likely to be anxious 
following discharge from the hospital. Ethnicity was associated with impact of illness on 
energy level (r = .29, p <05), with non-Malays more likely to experience tiredness as an 
impact of having CHD. Results also suggest that non-Muslims were more likely to be 
anxious up to up to nine months after their period of hospitalisation (r = .22, p <05). 
Significant relationships were also obtained for socio-economic status and impact of 
illness on social functioning (r = .29, p < .05) and quality of life (r = -.25, p <05). These 
patterns of associations suggest that skilled or professional workers were more likely to 
adopt active coping styles to deal with their illness; they were also more likely to report 
more positive quality of life. Unskilled workers were more likely to report more negative 
impact of their illness on their social functioning. No significant association was obtained 
for marital status and work status.
6.3.3.6 Behavioral variables and psychological outcome variables
6.3.3.6.1 Health-related lifestyles
Bivariate analyses showed a small number of significant associations between health- 
related lifestyles variables and psychological variables. Both exercise and diet were 
significantly associated with depression (r = -.24, p <.05 and r = -.22, p <05,
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respectively) but not with anxiety. No other significant associations were obtained for 
health-related lifestyle variables and psychological outcomes.
6.3.3.6.2 Sleeping patterns
Sleeping pattern was significantly associated with both anxiety and depression (r = -.30, p 
< 01 and r = -.41, p <01), suggesting that higher levels of anxiety as well as depression 
were related to worse sleeping patterns at night. Sleeping was also related to impact of 
illness on energy level (r = -.46, p <001) and quality of life (r = .33, p <01). The former 
association implies that sleeping well at night is associated with less impact of illness on 
energy level but not on activity levels. The results also suggest that sleeping well is 
associated with more satisfaction with quality of life.
6.3.3.6.3 Attendance of CRP
Interestingly, no significant association was found between attendance at CRP and 
psychological outcome variables.
6.3.3.6.4 Use of alternative treatment
The use of complementary medicine was not associated with any of the psychological 
outcome variables.
6.3.3.6.5 Coping styles
Several significant associations were obtained between coping styles and negative affect, 
impacts of illness on functioning and quality of life. Active coping was significantly 
correlated with depression (r = -.28, p <05) but not anxiety (r = -.05, n.s ). Giving up was 
associated with anxiety (r = .49, <001) and depression (r = .54, p <.001). These patterns 
of associations suggest that patients who adopted active coping style in dealing with 
illness were less likely to feel unhappy while those who adopted behavioural 
disengagement coping style were more likely to be both depressed and anxious. Patients 
who disengaged themselves from performing behaviours that may help them improve 
their illness conditions were more likely to report experiencing negative mood up to nine 
months following discharge from hospital.
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Active coping was also a significant correlate of quality of life (r = .30, p <01), 
suggesting that the use of positive coping is linked with better reported quality of life. 
Negative significant associations were obtained for active coping and impacts of illness on 
activity levels and social functioning (r = -.29, p <.05) and (r = -.27, p <.05), implying that 
the use of active approach to cope with CHD is associated with less negative impact on 
patients’ behavioural as well as social functioning. Seeking support as a form of coping 
style was associated with anxiety (r = .31, p <.01), but not depression.
Seeking support was significantly related to impact of illness on patients’ activity level (r 
= .38, p <.005). Giving up was associated with the following outcome variables: anxiety 
(r = .41, p <.005), impact of illness on activity level (r = .48, p <001) and impact of 
illness on social functioning (r = .45, p < 005). These patterns of relationships suggest that 
giving up in dealing with complications related to CHD was associated with higher 
anxiety level, stronger negative impact on patients’ physical activities and more 
debilitating effects on social functioning. Tuming to religion as a coping style, and denial, 
were not significant correlates of any variables. The lack of relationship may be due to the 
low intemal reliability of these coping constructs (see Table 6.2 above).
6.3.3.7 Demographics, behavioral variables and retum to work
6.3.3.7.1 Demographics
Only socioeconomic status was significantly associated with retum to work (r = .32, p 
<05). Unskilled labourers were more likely to have retumed to work up to nine months 
following discharge from hospital.
6.3.3.7.2 Behavioral variables
Exercise was significantly correlated with retum to work (r = .37, p < 01); patients led a 
physically active life after discharge from hospital were more likely to have retumed to 
work. No other health-related lifestyle variables were associated with retum to work. 
Neither attendance nor use of complementary medicine was associated with retum to 
work.
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Of the five styles of coping, only active coping was significantly associated with retum to 
work (r = .46, p <.001); patients who actively dealt with their illness were more likely to 
retum to work between the period of discharge and assessment (see Appendix 8 for 
correlations among post-hospital psychological constructs).
6.3.4 Predictions of psychological outcome variables
6.3.4.1 Anxiety and depression
A stepwise multiple regression was performed to predict anxiety from its significant 
correlates: gender, ethnicity, religion, seeking support and giving up as a coping style. 
Results show that both coping styles (i.e. seeking support and giving up) significantly 
predicted anxiety (see Table 6.6). None of the demographic variables significantly 
predicted anxiety. Together, seeking support and giving up accounted for 18% of the 
variance. The results suggest those who sought social support and gave up in dealing with 
their illness were likely be more anxious six to up to nine months after discharge from the 
hospital.
Two significant correlates of depression were entered as its predictors: socio-economic 
status and active coping. Only active coping significantly predicted depression, accounting 
for 8% of the variance. The result suggests that the use of active coping were less likely to 
lead to feelings of depression post CHD.
6.3.4.2 Quality of life
Only active coping (p = .30, p <.01), significantly predicted quality of life up to nine 
months post discharge from hospital, accounting for 10% of its variance. None of the 
other correlates (i.e. socio-economic status, exercise, change of diet and active coping) 
predicted quality of life for these former patients. This implies that people who actively 
dealt with their illness were more likely to report positive quality of life after nine months 
following discharge from hospital.
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6.3.4.3 Illness impacts on functioning
Three separate stepwise multiple regressions were performed to predict impact of illness 
on activity levels, energy levels and social functioning. Only significant correlates of the 
respective areas of impact of illness were entered as predictors.
Active coping (p = -.29, p = .01) alone significantly predicted impact of CHD on activity 
levels, accounting for only 8% of the variance. The use of active coping strategies was 
predictive of less debilitating effects of CHD on activity fimctioning. Gender, socio­
economic status and past smoking behaviour did not significantly predict activity levels up 
to nine months post hospital discharge.
Two variables were found to be significant predictors of impact of illness on energy 
levels: sleeping patterns and past smoking behaviour (p = -.46, p <001 and p = .30, p 
< 005, respectively). Together, these variables accounted for 31% of the variance. Patients 
who could not sleep well and those who had smoked previous to their illness were more 
likely to experience reduced energy levels.
Lastly, giving up, socioeconomic status and past smoking behaviour significantly 
predicted impact of illness on social functioning (p = .31, p <.005, p = .27, p = .01 and p 
= .26, p <.05), accounting for 27% of the variance. The results suggest that unskilled 
labourers and those who had smoked prior to their illness were quite likely to experience 
debilitating impact of their illness on their social activities. Patients who gave up in 
dealing with their illness were also more likely to experience deterioration in their social 
functioning.
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Table 6.6 Prediction of outcome variables from demographics and 
behavioral correlates
P t P R2 Adj. R" F P
Anxiety .18 .15 7.88 <005
giving up
seeking
support
.29
.25
2.71
2.29
<.01
<05
ethnicity 
religion. 19
.20
1.78
1.95
n.s.
n.s.
Depression .08 .07 6.25 <05
active coping -.28 -2.50 <05
ses .12 1.07 n.s.
Quality of Life .09 .08 7.70 <01
active coping .30 2.77 <01
ses
exercise
diet
-.19
.12
.16
-1.67
1.04
1.40
n.s.
n.s.
n.s.
Impact of Illness on Activity Levels .08 .07 6.68 <05
active coping -.29 -2.58 <01
ses
gender 
past smoking
.11
.19
.21
0.94
1.76
1.98
n.s.
n.s.
n.s.
Impact of Illness on Energy Levels .31 .29 16.30 <001
sleeping 
patterns 
past smoking
-.46
.31
-4.75
3.15
<001
<005
ethnicity .11 1.02 n.s.
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marital status -.16 -1.69 n.s.
work status -.15 -1.60 n.s.
Impact of Illness on Social Functioning
giving up .31 3.03 <005
ses .27 2.64 <01
past smoking .26 2.56 <05
active coping -.15 -1.45 n.s.
.26 .23 8.78 <.001
6.3.5 Mediating relationship
Based on the findings above, a series of stepwise multiple regression were performed on 
behavioral variables thought to mediate the relationship between sociodemographic 
variables and psychological outcome variables, separately for anxiety, depression,, quality 
of life and illness impacts on activity, energy and social functioning.
Only one significant mediating relationship was obtained. Active coping was found to 
mediate the relationship between socioeconomic status and quality of life, accounting for 
9% of the variance (F_(l, 76) = 7.70, p < .01). Socioeconomic status significantly 
predicted active coping (p = -.23, p <05) and quality of life (p = -.25, p <.05). When 
socieconomic status and active coping were entered together as predictor variables, only 
active coping significantly predicted quality of life (p = .30, p < 01); the prediction by 
socioeconomic status was no longer significant (p = -.19, n.s ).
6.3.6 Prediction of retum to work
A forward logistic regression was performed to predict retum to work from its significant 
correlates: socioeconomic status, exercise and active coping. Only active coping was 
found to significantly predict retum to work, with a 75% correct classification. Patients 
who used active coping strategies to deal with their illness were 4.5 times more likely to 
retum to work (OR = 4.52, Cl = 1.78 - 11.46).
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Table 6.7 Prediction of retum to work
Variable B SE df P ExpB Cl (95%)
Active coping 1.51 0.47 1 <005 4.52 1.78-11.46
6.3.7 Differences in psychological outcomes between CRP attenders and non-attenders 
An independent samples t-test was performed to determine whether there were any 
significant differences in the psychological outcome characteristics between patients who 
attended CRP (n= 53) and patients who did not (n= 24). Results indicated that there were 
no significant differences between the two groups in terms of their emotional well-being, 
quality of life and functioning levels up to nine months post-discharge.
6.3.8 Differences between participants who used altemative treatment and those who did 
not
An independent samples t-test was performed to determine whether there were any 
differences in psychological outcomes between patients who reported using altemative 
treatment and those who did not. No significant differences were found between the two 
groups, implying that patients who used complementary medicine were similar in their 
emotional well-being, quality of life and functioning nine months post illness.
6.3.9 Differences between in-hospital cohort and post-hospital patients
An independent samples t-test was performed to determine whether there were 
differences in negative affect and coping strategies employed between the in-hospital 
cohort (N = 97) and the post-hospital cohort (N = 51). The two cohorts of patients were 
significantly different in two of the coping strategies adopted: giving up and seeking 
support. The post-hospital cohort more often gave up in coping with their illness (t = - 
2.96, df = 110, p < 005) and they also sought less support than the in-hospital cohort (t = 
2.89, df = 110, p < 005). These differences remained significant after applying the
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Bonferroni correction procedure. The in-hospital cohort and the post-hospital cohort were 
similar in their reported levels of negative affect, active coping, tuming to God and denial.
Table 6.8 Differences between in-hospital and post-hospital cohorts in all 
psychological constructs
Variable In-hospital 
Mean (SD)
Post-hospital 
Mean (SD)
Anxiety 2.55 (1.06) 2.45 (0.94)
Depression 1.97 (0.73) 2.11 (0.60)
Active Coping 4.08 (0.77) 4.03 (0.65)
Giving Up 1.93 (0.93) 2.49 (1.05)
Tuming to God 4.74 (0.52) 4.65 (0.53)
Denial 2.23 (0.99) 2.43 (0.89)
Seeking Support 3.70 (0.81) 3.22 (0.98)
6.4 D iscussion
The present study looked at the psychological outcomes of patients recovering from CHD 
in Malaysia. Based on the modified version of the hospitalised patient cohort model (see 
Chapter 5), this study examined the relationships between sociodemographic variables, 
coping styles and other health-related variables and the following outcome variables; 
anxiety and depression, quality of life, illness impacts on activity, energy and social 
functioning. Additionally, the study identified relationships between these predictor 
variables and retum to work. It also attempted to determine the relationships between 
attendance at CRP, the use of altemative treatment, behavioral variables and 
psychological outcome variables. Differences between those who attended CRP and those 
who did not and those who consulted altemative treatment and those who did not were
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determined. Lastly, differences between in-hospital patients (N = 97) and post-hospital 
patients (n = 51) were compared on all constructs.
6.4.1 Relationships between demographics and behavioral variables 
Bivariate associations between sociodemographic characteristics and health-related 
lifestyles indicate that Malays were more likely to have smoked prior to their illness. The 
percentage of Malays who smoked is comparable to the ratio of smokers of the three main 
ethnic groups in Malaysia. According to the report by the Statistics Department (Ministry 
of Health, 1996), the ratio of Malay smokers to Chinese and Indian is 3:2:2. Malays in this 
study were also found to be more likely to quit smoking after their illness, compared to the 
non-Malays.
Patients who worked in the professional or semi-professional sectors were more likely 
than unskilled labourers to exercise (e.g. walking and jogging) after discharge from the 
hospital. This is not surprising as the former were more likely to have access to the either 
sporting facilities and/or time to perform regular exercises.
The only significant correlates of the use of altemative treatment were ethnicity and 
religion; Malays and Muslims were more likely to have used complementary medicine in 
treating their illness. Although it was expected that Chinese would also seek altemative 
treatment, a possible reason for this particular finding is the perceptions of what 
constituted altemative treatment. Whilst the non-Malays might have viewed Chinese herbs 
as the only form of altemative medication, Malays might have perceived other treatments 
as complementary (e.g. massage, reflexology and spiritual healing); hence, a bias in the 
report of the usage of altemative treatment may have occurred. This finding provides 
some support for the findings on intention to use altemative treatment obtained in Study 3 
(see Chapter 5). In study 3, Malays were more likely to express intentions to seek 
complementary medicine to treat their illness, although ethnicity failed to predict its actual 
use. These findings highlight the need for further exploration of the use of complementary 
medicine in medically pluralistic societies such as Malaysia.
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6.4.2 Relationships between predictor variables and psychological outcome variables 
The findings revealed that coping strategies were stronger predictors of psychological 
outcome variables, over and above sociodemographic characteristics and other health- 
related lifestyle variables. The present study found that the use of active coping was 
predictive of low negative affect, suggesting that patients who actively dealt with their 
illness were less likely to experience debilitating feelings up to nine months following 
discharge from hospital. Active coping was also a significant predictor of better quality of 
life. Patients who coped with their illness by taking direct actions were more likely to be 
satisfied with their personal, social and professional relationships and achievements.
Active coping was predictive of impact of illness on activity functioning, implying that 
patients who used active coping strategies were less likely to experience debilitating 
impact of CHD on their daily activities such as walking, doing household chores and the 
like. The role of active coping strategies in predicting affective status and functioning 
post-illness confirms the preliminary findings in the longitudinal study, where active 
coping was predictive of better outcomes (see Chapter 5). These findings for the post- 
hopitalization samples contradict those for the in-hospital sample (Chapter 4) where no 
associations were found between active coping and positive affect.
The pattern of findings is consistent with the patterns of relationships between coping 
strategies and psychological outcomes in the West (e.g. van-Elderen et. al., 1999). Their 
study revealed that different relationships exist between coping strategies and illness 
outcomes in cross-sectional vs. longitudinal studies (see Chapter 2). Active coping was 
found to be a significant predictor of anxiety at three and nine months post illness, but not 
at the time of hospitalisation. These findings suggest the need to look at the role different 
coping strategies play in affecting psychological outcomes at different times during the 
convalescing period.
Active coping was also associated with retum to work. Retuming to work after discharge 
from hospital might be perceived as a direct way of dealing with the illness itself The only 
demographic characteristic associated with return to work was socioeconomic status; 
unskilled workers were more likely than skilled workers to retum to work after discharge 
from the hospital. The former may have retumed to work early for financial and economic
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reasons. It should be noted that the study took place at a time when the Malaysian 
economy was slow due to the regional economic problems that lasted from end 1997 to 
middle of 1999. Redundancy was prevalent and the employment market was competitive; 
patients who did not hold a financially stable job were more likely to retum to work earlier 
for fear of potentially losing their source of incomes.
The significant positive relationships between active coping and healthy, adaptive 
outcomes among Malaysians in this study are similar to the findings obtained in the West, 
reflecting the individualistic component of Malaysian society.
The findings of the study further show that Malay patients, who were affiliated with Islam, 
more so than the non-Malays and non-Muslims, were more likely to seek solace from God 
in managing stresses related to their illness. This is not surprising because Muslims, in 
general, are perceived to be more ‘religious’ and/or ‘spiritual’ in their perceptions as well 
as behaviours in their daily lives, compared to other religious groups in Malaysia. For 
example, as part of their religion, a Muslim performs prayers five times daily. Utoyo- 
Lubis (1984; c.f. Marsella and Dash-Scheuer, 1988, p. 174) reported in their study that 
Muslims in Indonesia were more likely to pray to God to cope with different stressful 
conditions, particularly in circumstances related to illnesses. The relationship between 
being Muslims and tuming to God replicated the findings of earlier studies (see Chapter 4 
and Chapter 5). The finding provides further support on the importance of including 
‘religious’ variables in coping with illness in different cultural settings.
Unlike previous studies, tuming to God as a coping style did not play any role in 
predicting psychological outcomes for patients nine months after discharge from hospital. 
The lack of significant associations between tuming to God and psychological outcomes 
may be due to patients coming to terms with and adapted to their illness. They may deem 
it no longer necessary to tum to God as a way to cope with their illness, though they may 
continue praying as a daily ritual. The failure of ‘tuming to God’ in predicting outcomes 
could also be attributed to its lack of intemal consistency. The lack of association between 
this coping style and outcome variables may be due to the lack of reliability of this 
construct in this study (see Table 6.2).
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Several reasons could have accounted for the lack of reliability of this construct. There is 
evidence in the literature that assessment of ‘religiosity’ and ‘spirituality’ should take into 
account the category of religion being assessed: what is spiritual or religious in one 
religion group may not be the same for another (King, Speck and Thomas, 1994; 1999). 
For example, in Islam, where praying five times daily is a ritual and indicates 
‘spirituality’, the same cannot be said for Buddhists or Hindus whereby the latter perform 
religious rituals (e.g. going to the temple) less often. Hence, items such as I pray more 
often than usual’ would not be relevant to a Buddhist. Recent studies have shown the need 
to include spirituality in studies of illness behaviours, particularly in terms of coping and 
emotional adjustment, for this variable may account for findings unaccounted for in many 
earlier studies (e.g. King et. al., 1999). In doing so, careful attention is needed in 
formulating measures that are reliable, valid and most importantly, culturally specific as 
well as sensitive.
The study further revealed that seeking support from friends and relatives was positively 
related to anxiety, suggesting that stronger emotional support sought was associated with 
higher levels of anxiety. Nevertheless, this relationship should be interpreted with caution 
for the association is cross-sectional. The relationship could suggest, inversely, that the 
higher levels of anxiety experienced, the more likely emotional support is sought from 
friends and relatives to cope with the illness. Secondly, the low levels of negative affect 
reported in this study could be attributed to difficulties with using the HADS in a 
Malaysian context where admitting to negative affect is socially undesirable. This may 
have led to a lack of sensitivity and unreliability of this measure Malaysian patient samples 
to ascertain its validity and reliability when used in a different cultural setting.
6.4.3 Attendance at CRP
The findings show that there was a low percentage of patients who failed to attend CRP 
up to nine months following discharge from the hospital. The rate of attendance is 
comparable to the rate of attendance found in many studies conducted in the West (e.g. 
Ades et. al., 1996; Petrie et. al., 1997). One possible factor that may have led to the low
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rate of attendance at the CRP is accessibility. Attending CRP involved transportation.
Some patients lived in the rural areas where transportation is not easily accessible.
Quite surprisingly, attendance at CRP was not associated with better outcomes for these 
patients. CRP did not have any beneficial effects on patients’ emotional well-being, j
reported quality of life nor did it improve patients’ activity and energy levels. Attendance |
at CRP was also not related to retum to work. These findings failed to replicate the ii
findings of many studies that have shown the beneficial effects of attending CRP on ■
patients’ psychological and behavioural well-being. For instance, Oldridge and colleagues i
(1988, 1991; 1993) have conducted randomised control studies showing the beneficial 
effects CRP on outcomes of CHD, ranging from enhancement of self-efficacy, fitness 
levels and rate of retum to work. Studies on CRP have also shown the positive impacts of 
attendance on psychological well-being (e.g. Oldridge and Rogowski, 1991; Conn et. al., I
1992) Digenio and Joughin’s (1997) review concluded that evidence in support of CRP is 
overwhelming; they brought about substantial benefits in risk factor profiles and 
psychosocial well-being. Lewin et al. (1995) found in a randomised trial that the angina 
management programme showed reductions in angina, disability, anxiety and depression 
amongst patients in whom medical treatment had failed. Others have reported that 
exercise programmes reduce anxiety and depression, independently of changes in aerobic 
fitness (Byme and Byme, 1993).
Despite these positive findings, many other studies have shown that rehabilitation 
programmes do not impact on patients’ physical and psychological well-being (see Lane 
et. al, 1999 for review). For example, in a controlled study of men and women who 
participated in the Montreal Heart Attack Readjustment Trial (Taylor et. al., 1997), the 
authors found that there were no significant differences in depression scores from baseline 
to 12 months between the intervention group and those receiving routine care.
It has to be noted that the present study was not a randomised controlled trial. It did not 
specifically assess the impact of attendance at CRP on psychological well-being among 
Malaysian patients. The relationships among variables should not be treated as causal.
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The findings are to be treated as pilot findings and only to be used as guidelines for future 
research.
6.4.4 The use of alternative/complementary medicine
The lack of significant findings for the use of complementary medicine was also 
unexpected. The longitudinal study (Study 3, Chapter 5) indicated that the use of 
complementary medicine was associated with less anxiety. Several factors could account 
for the lack of associations between the use of complementary medicine and psychological 
outcome variables in this study. Firstly, assessment of the use of complementary treatment 
was based on only one item (‘Did you use complementary medicine to treat your illness 
after discharge from hospital?). The study did not assess the type and/or the duration in 
which complementary medicine was used. The use of complementary medicine may also 
be better associated with outcomes in the short-term such as between 3-6 months. Lastly, 
the use of alternative treatment may be better associated with other psychological 
outcomes not assessed in this study such as physical health status. It has been suggested 
in the literature that complementary treatment should incorporate more objective 
outcomes such as increased survival time (Hilsden and Verhoef, 1999), rather than 
depending solely on subjective, self-report measures.
Psychological research on the use of alternative medicine as a variable is still in its 
infancy. More studies should be conducted, using better measurements of usage of 
alternative treatment. Psychological constructs found to be associated with the use of 
complementary medicine such as representations of illness (Bishop, 1998; Tan and 
Bishop, 1996), maintenance of hope and control (Truant and Bottorff, 1999) should be 
included in future studies.
It has to be noted again that this study was not a randomised controlled trial. It did not 
assess effects of complementary treatment use on psychological outcomes. Any finding 
should be treated as guidelines for future research.
6.4.5 Comparisons between in-hospital patients and post-hospital patients
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The findings of the present study revealed some interesting patterns of relationships 
between sociodemographic variables and psychological outcomes, some of which 
replicated the findings obtained for in-patients (see Chapter 4 and Chapter 5).
Replicating the findings of earlier studies (Study 2 and Study 3), the levels of anxiety and 
depression reported by in-hospital and post-hospital patients were similar. The low levels 
of negative affect could probably be attributed to the culture in which these assessments 
took place. Expression of emotion is not common among people of Eastern cultures, 
especially expression of negative emotions (see Chapter 4 and Chapter 5 for further 
discussion). Although the identities of most patients, namely the 51 who were not 
assessed previously at the hospital, were confidential, a social desirability effect might still 
have occurred, whereby patients responded to the questionnaires the way they perceived 
to be socially acceptable.
Several other reasons could also have accounted for the lack of negative emotions found 
among Malaysian cardiac patients, either immediately following a heart attack and/or 
surgery or at home, while convalescing. One reason for the former cohort may be the 
quality of care given by the doctors and nurses in the ward. There is evidence in the 
literature that patients hospitalised for various acute and chronic conditions reported 
positive emotional well-being due to the quality of care received from nurses and doctors 
(Rahe, 1989). Patients were also less anxious and/or depressed about their illness when in 
the hospital due to the immediate availability of facilities needed in cases of emergency. 
Patients’ adaptation to their illness condition could explain the low levels of negative 
affect reported up to up to nine months after discharge. Although there have been reports 
that up to 20% patients continue experiencing negative emotions up to a year after their 
heart attack (Sullivan et. al., 1999; Trewlany-Ross et. al, 1987), the same levels of 
negative emotions were not found in this sample of cardiac patients.
The low levels of anxiety reported in this study may have been mediated by other factors 
such as actual social support received, which was not assessed in this study. As found by 
previous studies done in the West, social support acts as a buffer to negative emotions
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(Cohen, 1985). Social support has been found to be related to lower levels of emotional 
distress and worries in patients recovering from various chronic conditions.
The type of coping strategy most often used by post-hospital patients was turning to God, 
followed by active coping and seeking support. Denial was the least used coping strategy 
for post-hospital patients. Similarly, in-hospital patients also turned to God most often, 
followed by active coping and seeking support. However, unlike for the post-hospital 
cohort, giving up was the least used coping strategy.
Analyses revealed that post-hospital differed from in-hospital patients in two of the coping 
strategies employed. In-hospital patients less often gave up in dealing with their illness. 
They also sought more support from their family and friends compared to in-hospital 
patients. Several explanations could account for the differences in the level of coping 
strategies employed. In-hospital patients may have felt the need to stay alive, after 
experiencing a traumatic event. Patients may have perceived that giving up immediately 
after a heart attack or surgery would have led to detrimental effects on physical and 
emotional health. It is also possible that patients needed to feel that there would be hope 
for long-term survival. On the other hand, post-hospital patients may have come to terms 
with their condition nine months after discharge from hospital; hence, the stronger 
tendency to accept their illness status.
In-hospital patients also sought support more often than post-hospital patients. Given the 
circumstances, it is expected that in-hospital patients would resort to significant others to 
help alleviate the distress associated with the trauma of having a heart condition. The 
availability of support network (e.g. visiting family and friends, doctors) whilst in the 
hospital further enabled patients to seek support from them in dealing with their illness.
6.5 Lim itations
A limitation of the present study was that the time of assessment of patients in the post­
hospital sample ranged from four to nine months after they had been hospitalised for their
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cardiac illness. It is possible that outcomes can change significantly from four to nine 
months and by combining these patients into one group, such changes were not studied. 
However, in order to achieve an adequate sample size, it was necessary to combine 
patients assessed across these five months of recovery.
Another limitation of this study was its design. Patients comprising the two samples at the 
two times of measurements (in-hospital vs. post-hospital) were compared. The two 
cohorts of patients may systematically differ in their psychological characteristics. Any 
differences and/or similarities in the patterns of findings between the two cohorts may 
have been exaggerated and/or masked by other psychological variables not assessed in 
this study.
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CHAPTER 7
STU D Y  5
PER C E PT IO N S O F ILLN ESS AM O N G  H EA LT H Y  M A LA Y SIA N S
A im s and Ovei’view
A major aim of this research was to study psychological factors that affect recovery from '
CHD among Malaysians. To this end, three different studies have been conducted to
determine factors that are associated with CHD in Malaysia. The first study on cardiac
patients (Study 2, Chapter 4) assessed concurrent relationships among variables for in-
hospital patients. The second study (Study 3, Chapter 5) was a prospective study, assessing
the predictive relationships between psychological constructs and outcomes up to six
months post-hospitalisation. The third study (Study 4, Chapter 6) examined the concurrent
relationships among variables for patients four to nine months post-hospitalisation. The
findings of these studies supported the model of CHD recovery developed for this research
(see Figure 2.1) only to some extent. Several expected predictive relationships were not
obtained in these studies. For example, self-referent beliefs failed to predict long-term
psychological adjustment. Loci of control constructs played a negligible role in predicting .
outcomes, whilst the role of coping strategies in influencing psychological outcomes was !
mixed. These findings suggest that social cognitive variables alone were not sufficient in i
predicting psychological and behavioral outcomes of CHD.
The lack of support for the relationships proposed by the model developed for this research i
led to the proposition that other psychological factors may play a more significant role in
predicting recovery from CHD. Recent literature suggests that perceptions of illness
consistently predict behavioral psychological outcomes from CHD, at least in the West (see
Petrie and Weinman, 1996). Hence, identification of Malaysians’ perceptions of illness may
be useful in explaining the factors involved in predicting outcomes from CHD.
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The aim of this last study was to assess representations of illness among Malaysians. Given 
the constraints of time and accessibility, a study assessing patients ’ perceptions of illness 
was not feasible. A major aim of this study was to act as an impetus for future studies in this 
area. Knowledge of healthy peoples’ perceptions of illness (i.e., people who may one day 
become patients themselves) is helpful for understanding the psychological impact of future 
illness and predicting future patterns of help-seeking behaviors.
This cross-sectional study assessed Malaysians’ perceptions of two illnesses, CHD and the 
flu, and the relationships between illness perceptions, lifestyles and beliefs about alternative 
medicine. CHD and the flu were chosen because they differ significantly on the dimensions 
of seriousness and contagiousness. Using these two illnesses, this study examined whether 
the model of illness perception developed in the West would generalise to Malaysia, a 
medically pluralistic society. In addition, this study investigated whether illness dimensions 
were related to perceptions of alternative treatment and practices of health-related lifestyles. 
It was predicted that the way Malaysians conceptualise illness would be qualitatively 
different from the Western model and that these illness representations, over and above 
sociodemographic factors, would be significant predictors of perceptions of alternative 
treatment and healthy lifestyles.
7.0 Background and Significance
Much of the early research on lay representations of health and illness focused on Caucasian 
and Anglo-Saxon populations in Western societies where biomedicine originated and 
flourished (Baumann, Cameron, Zimmerman and Leventhal, 1989; Lau, Bernard and 
Hartman, 1989; Leventhal, Nerenz and Steele, 1984). In recent years, however, more 
attention has been paid to the cultural relativity of concepts of health and illness (Bishop, 
1998; Currer and Stacey, 1993; Dasen, Berry and Sartorius, 1988; Radley, 1993), and to lay 
people’s interest in alternatives to biomedical approaches to treatment (Fumham and 
Bhagrath, 1993; Fumham and Smith, 1988; Quah and Bishop, 1996). In the application of
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Western medicine to medically pluralistic developing countries, cultural variations in illness 
representations and treatment preferences need to be taken into account.
A variety of theories have been put forward on what constitutes illness from the lay 
perspective. Herzlich (1973), for example, distinguished three ways in which people 
represent illness: as destructive, as liberator and as occupation. Each of these 
conceptualisations has its own distinct meaning, influencing specific reactions and 
behaviours towards the illness. Studies of representation of illness among the Caucasian and 
Anglo-Saxons populations have consistently found that the concept of illness is widely seen 
as an ‘occupation’ (c.f. Stacey, 1993; p. 22). This concept involves an admission of the state 
of illness, recourse to professional advice and, critically, the involvement of the individual in 
achieving the desired goal of recovery. This concept of illness has become the standard by 
which one’s illness status is perceived and measured in the Western world. Health is viewed 
as being the individual’s responsibility and adopting healthy lifestyles as prescribed by 
health care professionals is seen as requisites for good health. When illness occurs, it is 
attributed primarily to bodily pathology and lifestyle (e.g., diet, smoking, lack of exercise, 
and stress).
Studies of illness representation have yielded several distinct components or dimensions: 
identity, time line, consequences, cause and cure (Lau, Bernard and Hartman, 1989; 
Leventhal, Nerenz and Steele, 1984; Petrie and Weinman, 1997; Weinman, Petrie, Moss- 
Morris and Horne, 1996). Lau et al. (1989) found these five components to be stable over 
time and across different illness episodes, including the flu; different components were 
found to predict different illness-related behaviours. For example, people who held strong 
identity and cure beliefs were more likely to visit a doctor both when feeling ill and for 
asymptomatic check-ups. Variations on the five components have been found for a variety 
of chronic conditions, for example, Addisons disease (Heijmans and de Ridder, 1998), 
arthritis (Hampson, Glasgow, and Zeiss, 1994), chronic fatigue syndrome (Heijmans and de 
Ridder, 1998), and diabetes (Hampson, Glasgow, and Toobert, 1990). In addition. Bishop 
(1991) reported that illness behaviours among people in the West are influenced by the 
dimensions of contagiousness and life-threatening. Together, these studies demonstrate that
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the way people think about illness affects their use of professional health care, their self­
management of illness, and has important consequences for their health and well-being.
Studies conducted in the West on illness representations in relation to CHD show 
relationships between beliefs about cause and seriousness and health behaviour. For 
instance, Petrie and Weinman (1997) found that patients’ belief that their MI was caused by 
a faulty lifestyle was significantly related to overall improvements in diet and to an increase 
in the frequency of strenuous exercise. However, no association was found between 
attributions related to stress or heredity to later changes in health behaviour. They also found 
that patients’ perceived seriousness of their illness significantly predicted return to work; the 
less serious the perceptions of MI consequences, the more likely they returned to work. 
Belief in controllability and cure of MI significantly predicted attendance of rehabilitation 
programmes; the stronger the belief, the more likely they attended cardiac rehabilitation 
programmes. In short. Western models of illness representations of CHD are very much 
shaped by patients’ perceived causes, duration, consequences and curability of the illness, 
which in turn predict future health and illness-related outcomes.
Westerners’ illness representations reflect a largely biomedical model that may not 
predominate in other cultures. Kleinman (1993) defined illness as the way in which an 
individual interprets his or her own experience with the use of cultural norms and relations. 
Even among people in the West, cultural diversity in the way illness is represented and 
attributed has been found (Fumham, 1994a; 1994b; Landrine and Klonoff, 1994; 
Matsumoto, Pun, Nakatani et. al., 1995; Turner, 1996). For instance, when Caucasian 
Americans and African-Americans judged natural and supernatural causes of illnesses, 
African-Americans rated supernatural causes as significantly more important (Landrine and 
Klonoff, 1994). Matsumoto and colleagues (1995) found that beliefs about osteoporosis 
were significantly different between first and second generation Japanese Americans. 
Whereas the first generation was more likely to attribute causes of illness to fate and luck, 
the second was more likely to believe in diet as a cause. Moreover, the second generation 
viewed osteoporosis in terms of its practical impact and had a more pragmatic view of 
treatment compared to the older generation. These findings highlight the significance of
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sociocultural factors in lay representations of illness, particularly for non-Western cultures 
or subcultures.
Different conceptualisations of illness imply different notions of healing and health. For 
instance, in the Chinese culture, perceptions of illness are built upon the concepts of the 
balance between ym sndyang and that of the qi (Tan and Bishop, 1996). Yin ?ca&yang 
focuses on maintaining a balance between the mind and body, whilst qi is the source of life 
which is important in maintaining good health. If the body falls ill, it is because an 
imbalance has occurred between ym dxidyang or the energy flow of qi is blocked. In some 
societies, illness is seen as a result of an invasion of the person by supernatural forces 
(Chen, 1975; Murdock, 1980). Illness can also be perceived as being a result of disharmony 
inside the individual, either mentally or spiritually. It has also been seen as a result of 
disturbance in the environment of the individual. This disturbance can take the form of 
material or social disruption (Easthope, 1986). Whereas biomedicine concentrates 
predominantly on the malfunction of the physical or organic substrates, many alternative 
treatments focus on the psychological or spiritual aspects of the individual as well (or 
instead), reflecting lay beliefs about causes and treatment of illness.
Over the last decade, a growing number of researchers have begun to look at the alternative 
ways people conceptualise their health and illness status and the kinds of treatments being 
sought (Fumham, 1994; Fumham and Bhagrath, 1996; Fumham, Akande and Baguma, 
1999; Kleinman, 1993; Sharma, 1992; Tan and Bishop, 1996; Quah and Bishop, 1996). 
This stems, in part, from the increasing popularity of complementary and altemative 
medicine in the West. Many of these treatments, however, have been widely utilised in non- 
Westem countries for centuries and are still commonly practiced. A number of questions 
conceming the use of altemative medicine arise including whether the choice of treatment 
system is a reflection of cultural identity, and whether these preferences are based on 
perceptions of the aetiology and recovery process for the particular illness.
One way to answer such questions is to conduct research in medically pluralistic cultures 
where modem biomedicine coexists with folk and popular medicine. Such studies are less
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common in health psychology than in medical anthropology and sociology (e.g., Currer and 
Stacey, 1993; Kleinman, 1993; Radley, 1993). However, Bishop and colleagues (Quah and 
Bishop, 1996; Tan and Bishop, 1996) found that more than five dimensions exist in illness 
perceptions among Chinese Singaporeans, that orientation towards ethnicity predicted use of 
illness concepts and the use of illness concepts predicted use of altemative treatments. They 
also found that beliefs about the seriousness of the illness was an important determinant of 
the choice of treatment; the more life-threatening the illness, the more likely they were to 
visit a Westem-style doctor and consequently, the less likely they were to seek help from a 
sinseh (a healer). Other research has shown that it is quite usual for individuals to consult 
allopathic medical practitioners as well as altemative healers for the same ailment (Ho, Lun 
and Ng, 1984).
In a recent study on beliefs about health and illness among British, South Africans and 
Ugandans (n = 500), Fumham, Akande and Baguma (1999) found that factors concerning 
the provision and efficacy of westem orthodox (allopathic) medicine appeared to 
discriminate most between the three national groups. These findings indicate the role 
individual representations of illness, which are shaped by cultural beliefs, values and idioms, 
play in influencing treatment-seeking behaviours, and subsequently illness outcomes. More 
studies are needed that examine the role of culture in influencing individual differences in 
the perceptions of illness and treatment preferences.
The present study focuses on Malaysia, a multicultural and medically pluralistic neighbour 
of Singapore. In addition to modem allopathic medicine, various altemative treatments are 
available and widely utilised (for a review of the medical systems in Malaysia, see Chen, 
1975). Religion and spirituality are important aspects of life in Malaysia and are likely to 
influence health and illness-related behaviours among many Malaysians. Knowledge about 
healthy people’s illness representations is helpful for understanding the psychological impact 
of future illness, and predicting future pattems of help-seeking behaviours and adherence to 
treatment advice.
The present study explored perceptions of illness among Malaysians, looking at two
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illnesses: coronary heart disease (CHD) and influenza (the flu). These conditions were 
chosen because they differ significantly on the dimensions of seriousness and 
contagiousness. The biomedical model views CHD as a life-threatening, non-contagious 
condition strongly associated with lifestyle whereas flu is considered a less serious, 
contagious condition with little relation to lifestyle. Using these two illnesses, this study 
examined whether the model of illness perception developed in the West would generalise 
to Malaysia. In addition, it was predicted that the way Malaysians conceptualise illness 
would be qualitatively different from the Westem model and that these illness 
representations would be significant predictors of self-reported healthy lifestyles and beliefs 
in the effectiveness of altemative treatments.
7.1 M ethods
7.1.1 Participants
Participants were recruited from various settings in two states; academic (60%), industrial 
(32.7%) and the public sector (7.3%). All participants were healthy at the time of the 
survey. A research assistant hand-distributed 350 questionnaires. Participants were given a 
week to retum their questionnaires to the research assistant. Of the 350 distributed, 300 
were retumed (85.7% retum rate). Participation was voluntary.
7.1.2 Measures
The questionnaire used in the study consisted of 5 sections: perceptions of illness in relation 
to both CHD and the flu, health-related lifestyles, perceptions of altemative treatment and 
sociodemographic background information. The former two sections used existing 
structured psychological scales while items on health-related lifestyles and altemative 
medicine were developed specifically for this study and included both semi-structured and 
open-ended responses. The questionnaire is reproduced in Appendix (9).
7.1.2.1 The Illness Perception Questionnaire (IPQ)
The IPQ assesses the five components of illness representations: illness identity (symptoms 
of illness), cause, time-line, consequences and treatment (Weinman et. al., 1995). Studies
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conducted on different samples of both healthy and patient populations have shown the IPQ 
to be valid and reliable. Psychometric properties of the IPQ yielded high test-retest 
reliability, concurrent validity, discriminant validity and predictive validity between the 
different components. The Cronbach alpha of these constructs range from .73 for time-line, 
.82 for consequences and .73 for control and cure (Weinman et. al, 1996). Although more 
typically used with people currently experiencing an illness, it was used here to assess 
people’s representation of an illness they might experience in the future (CHD) as well as 
one which there were very likely to have already experienced (the flu).
For this study, four of the original illness constructs were utilised; the causal component, 
time-line, consequences and control/cure. The illness identity (symptoms) questions were 
removed because participants were healthy when they completed the questionnaire, and this 
study was primarily concerned with people’s beliefs about causes and treatment of illness.
Items were carefully considered before they were included in the new questionnaire. The 
criteria on which item selection was based were relevance and cultural-sensitivity. The IPQ 
has specific core items but allows the user to add items for particular illnesses or health 
threats (Weinman et. al, 1996). Hence, new items were formulated and included in the 
modified IPQ. These items were relevant in assessing the causes and treatment process of 
CHD and the flu. The modified IPQ consisted of 30 items on CHD and 26 items on the flu. 
Twenty-three items of the original IPQ were retained and seven new items were added for 
CHD. For the flu, 22 items of the original IPQ were retained and four new items were 
added. For CHD, Cause was assessed by eight items from the original IPQ and three new 
items for CHD. The new items were “CHD is caused by the will of God”, “Smoking plays a 
large role in causing CHD” and “Lack of exercise can cause CHD”. For the flu. Cause was 
assessed by seven items from the original IPQ and one new item (“The flu is caused by the 
will of God”). Time-line for both illnesses was assessed by the three items from the original 
IPQ. All seven Consequence items from the original IPQ were retained for CHD. Only six 
of the Consequence items from the original IPQ were retained for the flu. Lastly, 
Control/Cure was assessed by six items from the original IPQ and three new items for both 
illnesses (“Recovery from CHD/the flu is dependent on the will of God” , “Altemative
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medicine can be used to treat CHD/the flu” and “There is nothing I can do to recover from 
CHD/the flu”). All items were rated on a 5-point rating scale, where 1 = “strongly agree” 
and 5 = “strongly disagree”. All the questions on CHD came first followed by the flu.
7.1.2.2 Healthful lifestyles
Items assessing respondents’ current health-related lifestyles made up the third section of 
the questionnaire. Brief measures of three aspects of current health behaviour were 
included: smoking (3 items), exercise (4 items) and diet (2 items). Responses were 
dichotomous (Yes/No) or open-ended. The questions on smoking were “Do you smoke?”, 
“If ‘Yes’, how long have you smoked?” and “If ‘Yes’, how many cigarettes per day do you 
smoke?”. Items assessing exercise were “Do you exercise?” If ‘Yes’, what kind(s) of 
exercise do you do?”, “How often do you exercise?” and “How long does each exercise 
session last?”. Items on diet asked the following: “Do you try to eat a healthy diet?”, “If so, 
what kinds of foods do you try to avoid?”
7.1.2.3 Perceptions of altemative treatment
This section contained 3 items on respondents’ perceptions of altemative medicine. The 
items asked for respondents’ perception of whether altemative medicine is effective in 
treating CHD and the flu. Respondents were also asked to list the illnesses they perceived 
could be effectively treated using folk medicine.
7.1.3 Translation
All items were backtranslated by two bilingual Malaysian translators. Both the English and 
Malay versions were provided in the questionnaire to give participants the choice of reading 
either language.
7.2 Analyses
Descriptive statistics for all participants were obtained. Two-tailed Pearson correlation 
coefficients were computed to identify the strengths and directions of relationships among
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all items assessing illness perceptions. Paired samples t-tests were conducted to determine 
differences in participants’ perceptions of CHD and their perceptions of the flu.
Two different methods were used to determine the components underlying representations 
of illness among the sample: empirically by use of factor extraction and factor specification, 
and conceptually by forming scales based on theoretical constructs. Principal components 
(PC) analysis and oblique rotation (Oblimin) were used to examine the factor structure of 
the modified IPQ, separately for CHD and for the flu. Solutions for different numbers of 
factors (4 -1 0 ) were examined. In the first set of analyses, components were retained 
contingent upon an eigenvalue equal to or more than 1. Four components were specified in 
the factor specification analyses. The aim of specifying the number of components was to 
determine whether the factors extracted would be consistent with the four theoretical 
constructs supposedly measured by the IPQ.
Next, perceptions of illness constructs were formulated conceptually. This was performed 
by comparing the newly derived constructs to those found from other studies on illness 
perceptions, in both Westem and non-Westem countries. Cronbach alpha reliability 
coefficient for each construct was obtained and compared.
Paired samples t-test was performed to compare the mean differences between the newly 
derived CHD and the flu constructs. Differences in perceptions of illness between groups 
defined by healthy lifestyles and perceptions of altemative treatment were obtained using 
one-way ANOVA. Bivariate analyses were performed to assess concurrent relationships 
among illness perception constructs.
Next, a forward logistic regression was performed to predict perceptions of the 
effectiveness of altemative treatment from demographics and illness perception constructs, 
separately for CHD and the flu. Associations among health-related lifestyle variables were 
then examined. Another forward logistic regression was performed to predict health-related 
lifestyles, separately for CHD and the flu. Lastly, a stepwise multiple regression was used to 
predict healthful lifestyles from demographic variables and illness perception constructs.
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7.3 Results
7.3.1 Demographic characteristics
The sociodemographic characteristics of participants are summarised in Table 1. Of the 300 
participants, 131 (44%) were men and 169 (56%) were women. They were relatively young 
(mean age = 27 .3 years; SD = 6.87) with an age range of 18 to 65 years. The 14% non- 
Malay belonged to the other chief ethnic communities in Malaysia (Chinese, Indian, 
Eurasian). The majority of participants (92%) reported affiliation with Islam while the 
remaining 8% were Buddhist, Hindu or Christian. Nearly two thirds of participants had 
completed tertiary education (64%), about three-quarters were employed (72%), and over a 
quarter were students (28%). Participants represented professionals and unskilled 
occupations about equally.
Table 7.1 Demographic characteristics of participants (N = 300)
Sociodemographic Variables Mean (SD) or Frequencies (Percent)
Age 27.3 years (SD = 6.87)
Gender
Male 131 (44%)
Female 169(56%)
Ethnic group
Malay 257 (86%)
Other 43 (14%)
Religious affiliation
Islam 276 (92%)
Other 24 (8%)
Education status
Primary/secondary 109 (36%)
Tertiary 191 (64%)
Work status
Employed 215 (72%);
Not employed/studying 85(28%)
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Occupation
Professional/semi-professional
Unskilled
115(38%) 
101 (34%)
7.3.2 Differences between CHD and the flu (item-level analyses)
7.3.2.1 Causes
Means ratings for each causal items assessing CHD and the flu were obtained. For CHD, 
“diet” was strongly perceived as a major cause (mean = 4.22, SD = .905) with 86.7% of the 
participants scoring “4 or above” on the item. This was followed by “poor medical care” 
(mean = 4.10, SD = .909) with 84% of the participants scoring “4” or “5” and “smoking” 
(mean = 4.09, SD = .925) with 80.3% of the participants either agreed or strongly agreed 
with the statement. For the flu, “poor medical care” has the highest mean (mean = 3.78, SD 
= .947), followed by “germ/virus” (mean = 3.67, SD = .971) and “chance” (mean = 3.37, 
SD = .968). Table 7.2 summarises the mean and standard deviation for each item assessing 
the causes of CHD and the flu.
Table 7.2 Means and standard deviations of causes of CHD and the Flu
Item Mean(SD) for CHD Mean(SD) for the Flu ^ P
“virus” 2.41(1.12) 3.67(97) <001
“diet” 4.22(91) 2.87(95) <001
“God’s will” 3.29(1.31) 3.34(1.25) n.s.
“heredity” 2.89(1.12) -
“chance” 2.82(1.14) 3.37(.97) <.001
“stress” 3.97(88) 2.89(96) <001
“other people” 2.65(1.13) 2.45(93) <.001
“poor medical care” 4.10(0.91) 3.78(95) <001
“state of mind” 3.54(0.98) 3.10(98) <001
“smoking” 4.09(.92) -
“lack of exercise” 3.89(90)
' Missing data for causes not asked with respect to the flu.
Paired samples t-tests were conducted to determine the significance of mean differences 
between corresponding items assessing CHD and the flu. Results show that the differences
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found between all causal items in relation to CHD and the flu were significant, except for 
“God’s will” (mean = 3.29 and mean = 3.34 respectively).
7.3.2.2 Perceptions of Time-Line, Consequences and Controllability/Curability 
Mean differences between items assessing perceptions of time-line, consequences and 
controllability in relation to CHD and the flu were compared, using paired-samples t-tests. 
Significant differences were found between perceptions of Time-line in relation to CHD and 
the flu. CHD was perceived to last a longer time (mean = 3.76 and mean = 2.88, p <001, 
respectively) and was perceived to be more permanent (mean = 3.67 and mean = 2.40, p 
<.001, respectively). The pattern of mean differences between CHD and the flu across the 
time-line items is consistent with the differences in the duration of these illnesses.
Significant differences were also found in three of the Consequences items. CHD was 
perceived to have more major consequences (mean = 4.22 and mean = 3.17, p <.001, 
respectively) and was perceived to be more serious (mean = 4.59 and mean = 3.86, p <.001, 
respectively). The flu, on the other hand, was perceived to have less effect on life (mean = 
2.30 for the flu and mean = 1.81 for CHD, p < 001). No significant difference was found for 
item on “CHD/The flu is easy to live with”. The pattern of mean differences between CHD 
and the flu across items assessing consequences is consistent with the differences in the 
effects of CHD and the flu.
A different pattern of mean differences between CHD and the flu emerged for items 
assessing control/cure. The flu was perceived as more curable (mean = 4.02 for the flu and 
mean = 3.60 for CHD, p < 001) and was perceived more treatable using altemative 
medicine (mean = 3.74 for the flu and mean = 3.39 for CHD, p <001, respectively). CHD, 
on the other hand, was perceived as less likely to improve in time (mean = 2.79 and mean = 
2.26, p <001). However, CHD was perceived as more controllable in terms of its 
symptoms (mean = 4.13 for CHD and mean = 3.97 for the flu, p <.005). No significant 
differences were obtained in terms perceptions of fate and God’s will in the process of 
recovery from either illness. The pattems of mean differences of the cure/control items are
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less clear-cut. The differences provide evidence on the complexity of treatment and help- 
seeking process, particularly for healthy individuals.
7.3.3 Constructs of Malaysian illness representations for CHD and flu
7.3.3.1 Derivation of constructs of IPQ
The aim of this analysis was to derive constructs that would be used as independent 
variables for future analyses. Two different approaches were utilised to derive constructs 
from the IPQ: empirically-derived and conceptually derived.
7.3.3.1.1 Empirically derived constructs 
Factor extraction
The first method used was factor extraction using principal components and Direct Oblimin 
rotation. The purpose of this analysis was to determine the number and pattems of 
constructs extracted empirically and to compare these constructs with those originally 
developed.
The analysis yielded 10 factors for CHD and 9 factors for the flu with eigenvalues greater 
than 1, accounting for 59.4 % of the variance for CHD and 64.2 % of the variance for the 
flu. None of the 10 factors extracted for CHD were consistent with the original 4 constructs, 
although several were interpretable. Similar pattems of factors were obtained for the flu. 
Many items did not load on the factors as predicted. The only factor extracted that was 
interpretable and consistent across both illnesses was “Religious or Spiritual Beliefs”. 
Derivation of constructs by PC extraction was terminated for its lack of interpretability, 
reliability and validity.
Factor specification
Factor analysis was performed using the Direct Oblimin rotation in which four factors were 
extracted. The four factors extracted in relation to CHD and the flu accounted for 34.8% 
and 40.4% of the variance, respectively. Results show that although some of these factors 
were generally interpretable, many of the items did not belong conceptually to the factors on 
which they loaded. For instance, factor 3, which could be labeled as “consequences”.
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contained item 1, “ A germ or virus causes CHD” and item 5, “It is just by chance that one 
gets CHD.” Table 7.3 and Table 7.4 summarise the four factors specified with their 
respective items with loadings greater than .30. However, the lack of clear, interpretable 
factors led to the use of a conceptual approach.
Table 7.3 Summary of four factor solution for CHD
Constructs Items Factor Loading
“CHD-Health CHD is caused by poor medical care .67
Related Beliefs CHD strongly affects the way patient sees
her/himself
CHD has serious economic and financial
.54
consequences
Tliere is a lot a patient can do to control her/
.53
his symptoms .52
Diet plays a major role in causing CHD .52
CHD can be caused by a lack of exercise 
What a patient does can determine whether
.49
he/she gets better .40
“Seriousness” There is little that can be done to improve the
condition of CHD
CHD is likely to be permanent rather tlian
.69
temporary
There is not much that can be done to improve
.61
from CHD .59
CHD will last a long time .55
CHD can be treated .49 (R;
CHD can be cured in time .49 {R)
“Causal CHD does not affect life much .49
and CHD has major consequences in one’s life .48 {R)
Consequences” CHD is easy to live with .46
It is just by chance that one gets CHD .43
CHD will last a short time .42
Other people play a large role in causing CHD .42
A germ/virus causes CHD .40
CHD is a serious condition .39 {R)
“External Recovery from CHD depends on the will of God .81 {R)
control health CHD is caused by the will of God .77 {R)
beliefs” Recovery from CHD depends on chance/fate .75 {R)
Altemative medicine can be used to treat CHD .39 (R;
CHD is hereditary-it runs in the family .30 {R)
(R) Reverse scoring
223
Table 7.4 Summary o f four-factor solution for the flu
Constructs Items Factor Loading
“Serious” There is little that can be done to improve
vs. Non-Serious from the flu .66 {R)
Factors There is not much that can be done to
recover from the flu .62 iR)
The flu can be cured in time
There is a lot that a patient can do to control
.61
his/her symptoms
The flu is likely to be permanent rather than
.60
temporary
What the patient does can determine whether
.58
he/she gets better or worse .48 {R)
The flu will last a short time .43
The flu will last a long time .32 {R)
“Religious Recovery from the flu depends on God’s will .87
Health Beliefs” Recovery from the flu depends on chance/fate .86
The flu is caused by God’s will .85
“Consequences” The flu has major consequences in a patient’s life .79 {R)
The flu does not affect one’s life much .76
The flu is easy to live with .72
The flu is a serious condition .70 {R)
“Different One’s state of mind plays a large part in causing
Health Beliefs” the flu .71
Other people play a large role in causing the flu .60
Stress is a major factor in causing the flu .54
Diet plays a major role in causing the flu .52
Alternative medicine can be used to treat the flu .40
The flu is caused by poor medical care .36
The flu affects the way the patient sees him/herself .34
The flu is caused by chance .33
(R) Reverse scoring
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7.3.3.1.2 Conceptually derived constructs
Accordingly, a more conceptual approach to identifying the illness constructs was taken, 
based on the author’s expertise in Malaysian culture. With the goal of identifying dimensions 
that would apply to representations of both CHD and the flu. The criteria guiding the 
derivation of constructs included the following: salience, relevance, illness specificity and 
cultural-specificity. The constructs derived were similar for both CHD and the flu. These 
constructs were Spiritual Beliefs, Personal Responsibility, Seriousness/Treatability of illness 
and consequences.
For CHD, Spiritual Beliefs was composed of items such as “CHD is caused by the will of 
God” and “Recovery from CHD depends on the will of God” and assessed the extent to 
which a person believed in a spiritual dimension to illness. A very similar dimension 
emerged for the flu consisting of items such as “The flu is caused by the will of God” and 
“Recovery from the flu is dependent on the will of God”. It was composed primarily of new 
items developed for this version of the IPQ, but also included original IPQ items (e.g. 
“Recovery from CHD is largely dependent on fate or chance” for CHD, “Recovery from the 
flu is largely dependent on fate or chance” for flu). For both illnesses, this scale had good 
internal reliability (see Table 7.7). Personal Responsibility, in relation to both CHD and the 
flu was composed of several items from the original IPQ Cause dimension (e.g. “Diet plays 
a major role in causing CHD/the flu” and “CHD/The flu can be caused by poor medical 
care”). For CHD, two new Cause items were included, “Smoking plays a large role in 
causing CHD” and “CHD can be caused by lack of exercise”. In addition, it included 
“There is a lot a patient can do to control his symptoms” and “What the patient does can 
determine whether he gets better or worse”. As for the flu, the only other item that made up 
Personal Responsibility was “The flu is caused by poor medical care”. The version of this 
scale for the flu had low internal reliability (see Table 7.7).
Consequences for CHD was composed of items such as “CHD has major consequences on 
patient’s life” and “CHD is easy to live with” and for the flu items such as “The flu has 
major consequences on the patient’s life” and “The flu does not affect the patient’s life 
much”. This scale was more reliable for the flu than for CHD (see Table 7.7). Seriousness
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was composed of items such as “CHD is a serious condition” and “CHD can be cured in 
time” for CHD and “The flu will last a long time” and “There is very little that can be done 
to improve the flu” for the flu, acceptably reliable for both.
Table 7.5 Summary of conceptually-derived constructs and constituent items for CHD
Constructs for CHD Items
Spiritual Beliefs CHD is caused by will of God 
Recovery from CHD is dependent on fate 
Recovery from CHD depends on the will of God 
Altemative medicine can be used to treat CHD
Personal Responsibility Diet plays a major role in causing CHD
Stress is a major factor in causing CHD
CHD is caused by poor medical care
Smoking plays a large role in causing CHD
CHD can be caused by a lack of exercise
There is a lot patient can do to control his/her symptoms
What the patient does can determine whether she gets
better or worse
Consequences CHD has major consequences on the patient’s life 
CHD is easy to live with (R)
CHD does not affect the patient’s life much (R)
CHD has serious economic and financial circumstances 
CHD affects the way others see the patient 
CHD affects the way patient see himself
Seriousness/Treatability CHD is a serious condition
CHD is likely to be permanent rather than temporary 
CHD will last a long time 
CHD can be cured in time (R)
There is little that can be done to improve condition of 
CHD
CHD can be treated (R)
There is not much that can be done to recover from CHD
(R) Reversed scoring
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Table 7.6 Summary of conceptually-derived constructs and constituent items for the 
flu
Constructs for the flu Items
Spiritual Beliefs The flu is caused by will of God j 
Recovery from the flu is dependent on fate j 
Recovery from the flu depends on the will of God i  
Altemative medicine can be used to treat the flu
Personal Responsibility Diet plays a major role in causing the flu (R) 
Stress is a major factor in causing the flu (R) 
The flu is caused by poor medical care (R)
Consequences The flu has major consequences on the patient’s life 
The flu is easy to live with (R)
The flu does not affect the patient’s life much (R) 
The flu affects the way others see the patient 
The flu aflects tlie way patient see himself
Seriousness/Treatability The flu is a serious condition
The flu is likely to be permanent ratlier than temporary 
The flu will last a long time 
The flu can be cured in time (R)
There is little that can be done to improve condition of the 
flu
The flu can be treated (R)
There is not much that can be done to recover from the flu
(R) Reversed scoring
7.3.4 Reliability of Constructs
Cronbach alpha coefficients were obtained for the conceptually derived constructs. 
Table 7.7 reports the Cronbach alpha coefficients for each CHD and the Flu constructs, 
respectively
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Table 7.7 Summary of Cronbach alpha coefficients for conceptually-derived 
constructs
Constructs with items CHD Flu
Spiritual Beliefs .77 .78
Personal Responsibility .63 .36
Consequences .55 .68
Seriousness or Treatability .63 .67
A comparison of reliability coefficients was made between the above constructs, derived
conceptually, and the original 4 constructs scored using Weinman et. al.’s (1996) original
data. The Cronbach alpha coefficients for the original IPQ constructs are summarised in
Table 7.8.
Table 7.8 Summary of Cronbach alpha coefficients of the original IPQ constructs
Constructs CHD Flu
Cause .48 .52
Time-Line .35 .42
Consequences .55 .68
Treatment Efficacy .45 .64
The criterion on which constructs were selected was a Cronbach alpha coefficient of .55 or 
more. Reliability analyses indicate that 7 of the 8 constructs derived conceptually met the 
above criterion: Spiritual Beliefs for CHD and the flu, Seriousness and Consequences for 
CHD and the flu and finally. Personal Responsibility for CHD. On the other hand, the 
Cronbach alpha coefficients for the original constructs of the IPQ were not as high; ranging 
from .35 to .55 for CHD and .42 to .68 for the flu. Hence, constructs which were 
conceptually derived were selected as variables to be used for further analyses in this study.
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The Cronbach alpha coefficient for the “consequences” construct for CHD is less than the 
“consequences” Cronbach alpha for the flu (.55 and .68, respectively). The difference may 
be attributed to the demographics of the respondents of this study, who were healthy 
individuals and reported to have not been diagnosed with CHD. On the other hand, they 
were more aware of the consequences of the flu because they were more likely to have had 
the flu before. Meanwhile, the low Cronbach alpha value for “causes” component of the flu 
can be accounted by the lack of the different types of causes for the flu included in the 
questionnaire. Due to its lack of reliability this construct was dropped from further analyses.
7.3.5 Descriptives of the modified illness perception constructs
For each construct derived, a mean score was computed by summing the items and dividing 
the sum by the number of items in each construct. Table 7.9 summarises the descriptive 
statistics of the newly derived illness perception constructs in relation to CHD and the flu.
Table 7.9 Means and standard deviations of the modified illness perception constructs
Independent Variables
Mean(SD)
CHD The Flu
Spiritual Beliefs^(SB) 3.27 (0.85) 3.36(0.86)
Personal Responsibility ®(PR) 4.02 (0.49) 3.18(0.63)
Consequences ®(CON) 3.71 (0.54) 3.45 (0.63)
Seriousness %SER) 3.15(0.48) 2.78 (0.51)
Note: Constructs marked with the superscript ® were rated significantly differently for CHD versus the flu as 
assessed by related t-test, p < .05.
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M e a n
SB FLU
PR_CHD C O N S _ C H D  SER_CHD
PR FLU CONS FLU SER FLU
Figure 7.1 Means for constructs for CHD and the Flu
7.3.6 Differences between illness perception constructs
Using a paired-samples t test, means of all scales (Spiritual Beliefs, Personal Responsibility, 
Consequences and Seriousness) were compared to see whether the differences in 
perceptions of the two illnesses were significant The results show that CHD was on 
average seen as more serious than the flu (t = 9.74, df = 297, p < 001) CHD was also seen 
as having more dire consequences than the flu (t = 6.38, df = 298, p < 001) and was more 
associated with personal responsibility (t = 22.04, df = 299, p < .001). The flu, on the other 
hand, was perceived as more strongly associated to spiritual beliefs than CHD (t = -2.58, df 
= 297, p < 05). The pattern of mean differences between CHD and the flu across all 
constructs is consistent with the differences in aetiology, seriousness and consequences 
between these two illnesses and therefore provides evidence of the validity of these 
conceptually generated constructs
7.3.6.1 Demographic differences in illness perceptions
No significant gender differences were found in illness perceptions in relation to both CHD 
and the flu. Significant education differences were found, however, in spiritual beliefs (F = 
11.3, df = 1, p <.005), personal responsibility (F = 7.5, df = 1, p < 01) and perceptions of
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consequences (F = 7.2, df = 1, p < 01) in relation to CHD. Tertiary educated participants 
had stronger spiritual beliefs, personal responsibility beliefs and perceived CHD as more 
dire compared to secondary-educated participants. For the flu, significant differences were 
found in spiritual beliefs (F = 7.8, df = 1, p < 01), perceptions of seriousness (F = 23 .6 , df = 
1, p < 001) as well as perceptions of consequences (F = 4.6, df = 1, p <.05). Secondary- 
educated participants perceived flu to be more serious and more dire.
M e a n
SB CHD
SB FLU
p rim ary /se co n d ary
e d u c a t io n  c a te g o r y
te rtia ry
Figure 7.2 Differences in spiritual beliefs by education
M e a n
PR CHD
PR FLU
p rim a ry /se c o n d a ry
e d u c a t io n  c a te g o r y
te rtia ry
Figure 7.3 Differences in personal responsibility by education
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Figure 7.4 Differences in consequences by education
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e d u c a t io n  c a te g o ry  
Figure 7.5 Differences in seriousness by education
7.3.7 Bivariate relationships among illness perceptions constructs 
For CHD constructs, correlations ranged between r = . 14 to r = .36. The correlation 
between Spiritual Beliefs and Seriousness was r = . 14 (p< 05), Personal Responsibility and 
Consequences (r = .36, p< 001) and Seriousness and Consequences (r = . 14, p< 05). The
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constructs correlated in the predicted directions, providing evidence of the validity of these 
conceptually generated constructs. For the flu constructs, correlations ranged from r = -.01 
to r = .24. The largest correlation was between Personal Responsibility and Spiritual Beliefs
(p<01).
I II III IV V VI VII
CON_CHD .36** .14* .09 .25** .10 -.13* .12*
PR_CHD -.11 .06 .18** .32** -.23** .18**
SER_CHD .14* .02 -.02 .13* .03
SB_CHD .06 .19** .04 .77*
CON_FLU .20** .10 .09
PR_FLU -.09 .24**
SER_FLU -.01
CON = Consequences SER = Seriousness PR = Personal Responsibility SB = Spiritual Beliefs 
** p<.OI, p<.05
Figure 7.6 Correlations among illness perception constructs
7.3.8 Perceptions of alternative treatment effectiveness
For CHD, a significantly higher percentage respondents (66%) perceived alternative 
medicine to be ineffective in treating CHD (%^= 30.72, df = 1, p < .001). For the flu, a 
significantly higher percentage of respondents (62%) perceived alternative medicine to be 
effective in treating the illness (%^= 17.28, df = l , p <  .001). This response pattern suggests 
that confidence in alternative medicine for the more serious condition (CHD) was less than 
for the flu.
Analysis of the open-ended question on illnesses treatable using alternative medicine 
showed that the most frequently mentioned illnesses were ‘spiritual’(15%), ‘sprains’ (10%) 
and ‘fever’ (10%). A further 10% of the participants stated that ‘all illness types’ were 
treatable using alternative medicine. In general, the above illnesses are relatively 
minor/resistant to conventional allopathic medicine.
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Table 7.10  Perceived effectiveness o f  alternative treatment
Variables Frequencies (Percentages)
“Is alternative medicine effective for
treating CHD?” No = 198 (66%), Yes = 102 (34%)
“Is alternative medicine effective for
treating the flu?” No = 114 (38%), Yes = 186 (62%)
7.3.8.1 Predicting beliefs in alternative treatment for CHD and flu from demographics and 
illness perceptions
A forward stepwise logistic regression was performed to predict perceptions of the 
effectiveness of complementary medicine in treating illnesses, separately for CHD and the 
flu. For CHD, socioeconomic status. Spiritual Beliefs and Seriousness significantly 
predicted perceived effectiveness of alternative medicine in treating the illness. Those with 
higher socioeconomic status were tv/ice more likely to believe in the effectiveness of 
alternative medicine in treating CHD. People who endorsed strong spiritual beliefs were 
nearly twice more likely to believe the same. However, those who strongly believe that 
CHD to be a serious condition were 0.5 times less likely to perceive alternative treatment to 
be effective in treating CHD.
For the flu. Education, Spiritual Beliefs and Personal Responsibility significantly predicted 
perceived effectiveness of alternative treatment for the flu (B = -0.60, df = 1, p <.05; B = 
0.31, df = 1, p <.05 and B = 0.61, df = 1, p < 05, respectively). The results revealed that 
those with lower education were 0.5 times more likely to perceive the effectiveness of 
complementary medicine in treating the flu. Those who endorsed stronger spiritual beliefs 
were 1.36 time more likely to perceive alternative medicine to be effective in treating the flu. 
In addition, those with a strong sense of personal responsibility were nearly two times more 
likely to believe in the effectiveness of alternative treatment (Table 7.11).
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Table 7.11 Prediction of perceived effectiveness of alternative treatment with
regards to CHD and the flu from demographics and illness perception constructs
B df P Exp(B) Cl (95%)
Alternative Treatment for CHD
Socioeconomic Status 0.76 1 <.05 2.14 1.16-3.95
Spiritual Beliefs 0.59 1 <001 1.81 1.30-2.53
Seriousness -0.81 1 <01 0.45 0.26 - 0.78
Alternative Treatment for the Flu
Education -0.60 1 <05 0.55 0.33 - 0.90
Spiritual Beliefs 0.31 1 <05 1.36 1.02 -1.83
Personal Responsibility 0.61 1 <01 1.84 1.11-3.05
7.3.9 Healthful behaviours
Participants reported high levels of healthy behaviours with 82% claiming that they ate a 
healthy diet = 125.45, df = 1, p <.001), 70% that they exercised (x^ = 48.0, df = 1, p 
<.001) and 87% that they were non-smokers (x^= 161.3, df = 1, p <001).
Table 7.12 Percentages of respondents in different health-related lifestyles 
Variables Frequencies (Percentages) and Mean (SD)
“Do you try to eat a healthy diet?” No = 53 (17.7%); Yes = 247 (82.3%)
“Do you exercise?” No = 90 (30%); Yes = 210 (70%)
“Do you smoke?” No = 260 (86.7%); Yes = 40 (13.3%)
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7.3.9.1 Relationships among health behaviour variables
Significant relationships between diet and exercise (r = .17,, p<.005) and diet and smoking 
(r = .13, p<.05) were obtained. There was no significant relationship between smoking and 
exercise (r = -.02, n.s.). These results indicate that people who reported eating healthily 
were also more likely to exercise regularly. They were also less likely to smoke. That is, 
people who eat a healthy diet are more likely to exercise and not smoke. Table 7.13a to 
Table 7.13b summarise the percentages of participants in each of the above category.
Table 7.13a Association between diet and exercise
Exercise
No Yes
Total
Diet
No
Yes
25 (8.3%) 
65 (21.7%)
28 (9.3%) 
182 (60.7%)
53 (17.7%) 
247 (82.3%)
Total 90 (30%) 210 (70%) 300 (100%) 9.04
Table 7.13b Association between diet and smoking
Smoke
No
Total
Yes
Diet
No
Yes
12 (4.0%) 
28 (9.3%)
41 (13.7%) 
219 (73.0%)
53 (17.7%) 
247 (82.3%)
Total 40(13.3%) 260 (86.7%) 300 (100%) 4.83
Table 7.13c Association between exercise and smoking
No
Smoke
Yes
Total
No
Exercise
11 (3.7%) 79 (26.3%) 90 (30.0%)
Yes 29 (9.7%) 181 (60.3%) 210 (70%)
Total 40 (13.3%) 260 (86.7%) 300(100%) .14
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7.3.9.2 Prediction of health behaviours
A forward stepwise logistic regression was performed to predict health behaviours 
(exercise, followed by diet and smoking) from demographics and illness perceptions, 
separately for CHD and the flu. For exercise. Personal Responsibility in relation to CHD 
was the only significant predictor (B = .59, df = 1, p <.05). People who have strong personal 
responsibility beliefs of CHD were nearly two times more likely to exercise than people with 
less perceptions of personal responsibility.
Similarly, only Personal Responsibility in relation to CHD significantly predicted eating a 
healthy diet (B = .89, df = 1, p <.01). People with strong beliefs in personal responsibility 
with regards to CHD were more than two times likely to report eating a healthy diet.
Spiritual Beliefs in relation to CHD, as well as gender were significant predictors of 
smoking (B = -0.55, df = 1, p < 05 and B = -3.51, df = 1, p < 001, respectively). People 
with strong spiritual beliefs with regards to CHD were 0.5 times less likely to smoke. Men 
were .03 times more likely to smoke than women in this sample.
For the flu, none of the variables entered significantly predicted exercise. Meanwhile, 
Personal Responsibility in relation to the flu significantly predicted eating a healthy diet (B = 
0.68, df = 1, p <.05). People with strong personal responsibility beliefs with regards to the 
flu were two times more likely to eat healthily. Lastly, only gender significantly predicted 
smoking (B = -.3.53, df = 1, p < 001), with men being 0.3 times more likely to smoke than 
women. Table 7.14 summarises the findings on the predictions of health-related lifestyles.
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Table 7.14 Prediction of health-related lifestyles from demographics and illness 
perceptions constructs for CHD
Lifestyle Variables B df P Exp (B) C l (95%)
Exercise
Personal Responsibility 0.59 1 <05 1.80 1.08-2.99
Diet
Personal Responsibility 0.88 1 <005 2.41 1.31 -4.41
Smoldng
Gender -3.51 1 <001 .03 0.01-0.13
Spiritual Beliefs -0.55 1 <05 0.57 0.38-0.89
Table 7.15 Prediction of health-related lifestyles from demographics and illness 
perceptions constructs for the flu
Lifestyle Variables B df P Exp (B) C l (95%)
Exercise *
Diet
Personal Responsibility 0.68 1 <05 1.98 1.14-3.42
Smoking
Gender -3.53 1 <001 .03 0.01 -0.12
’ no significant predictors were found for exercise
7.3.9.3 Healthful lifestyle index
Next, for each participant, an index of healthful lifestyle was constructed by scoring 1 for 
each healthy behaviour endorsed. Thus this index ranged from 0 - 3 ( 0  = ‘not healthful’ to 
3 = ‘very healthful’). The mean for the sample was 2.39 (SD = .75), with 160 (53%) 
participants leading ‘very healthy’ lifestyles.
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7.3.9.4 Relationships between healthful lifestyle index and illness perception constructs 
Significant correlations were obtained between Healthful Lifestyles and Personal 
Responsibility in relation to CHD and Personal Responsibility in relation to the flu (r = . 18, 
p <.005 and r = .17, p < 005, respectively). These relationships indicate that the stronger the 
perceptions of personal responsibility of CHD, as well as perceptions of personal 
responsibility of the flu, the healthier the reported lifestyles. No significant relationships 
were obtained between other illness perceptions constructs and healthy lifestyles.
7.3.9.5 Predicting healthful lifestyle from demographics and illness perceptions
Two separate stepwise multiple regressions were performed to predict healthful lifestyle 
from demographics and illness representations of CHD, and from demographics and illness 
representations of the flu. Gender and personal responsibility in relation to CHD 
significantly predicted healthful lifestyle, accounting for 7% of the variance. Stronger 
perceptions of personal responsibility in relation to CHD (p == .19, p < .005) and being 
women (p = .19, p < .005) predicted the likelihood of leading healthful lifestyles. For the 
flu, Gender and Personal Responsibility in relation to the flu significantly predicted healthful 
lifestyles (p = .18, p < .005 and p = .16, p < .01). Although significant, this result should be 
treated with caution given the low internal reliability of the Personal Responsibility construct 
(Table 7.16)
Table 7.16 Prediction of healthful lifestyles from demographic and illness perceptions
R2 Adj R2 F
Healthful Lifestyles by CHD Beliefs .07 .06 10.95 <.001
Gender .19 3.40 <005
Personal Responsibility .19 3.39 <005
Age -.07 -1.13 n.s.
Ethnicity -.02 0.28 n.s.
Education -.05 -0.82 n.s.
Socioeconomic status -.07 -1.26 n.s.
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Spiritual Beliefs -.01 -0.21 n.s
Consequences .04 0.72 n.s
Seriousness .02 0.44 n.s,
Healthful Lifestyles by Flu Beliefs
Gender .18 3.16 <005
Personal Responsibility .15 2.78 <.01
Age -0.57 -0.99 n.s.
Ethnicity -0.00 -0.66 n.s.
Education -0.03 -0.59 n.s.
Socioeconomic status -0.06 -1.01 n.s.
Spiritual Beliefs 0.01 0.09 n.s.
Consequences -0.53 -0.92 n.s.
Seriousness 0.03 0.47 n.s.
.06 .05 9.01 <.001
7.4 Discussion
This study examined the illness representations of CHD and the flu among Malaysians 
and related these perceptions to beliefs about the effectiveness of alternative medicine for 
these conditions and to self-reported healthful lifestyle. The findings indicated that 
Malaysians’ representations of illness were somewhat different from dimensions of illness 
perceptions found in previous studies, and that these perceptions were predictive of other 
health beliefs and behaviours.
7.4.1 Constructs of illness perceptions among Malaysians
The modified EPQ (Weinman et al., 1996) used in this study contained items assessing the 
Western components of Cause, Timeline, Consequences and Control/Cure as well as several 
new items specific to CHD and the flu and designed for the Malaysian culture. Factor 
analysis did not produce factors comparable to the Western components for either CHD or 
the flu. Instead, based on a conceptual analysis, four variants on the Western components 
were formed that were applicable to both CHD and to the flu. Of these, three were 
conceptually similar to the Western concepts. Personal Responsibility is one aspect of
240
Cause and is also composed of items of the original Control/Cure construct. Consequences 
is similar to the Western version of Consequences, and Seriousness/treatability is composed 
of items from the Western components of Timeline and Control/Cure. The fourth construct. 
Spiritual Beliefs is unlike any of the Western components.
This combination of Western illness concepts and a culturally specific concept applied to 
both CHD and the flu reflects the complexity of Malaysian culture. The understanding of 
illness is shaped by cultural context (Bishop, 1998, Kleinman, 1993, Radley, 1993). 
Malaysia is a multicultural society where cultural and spiritual beliefs are an important 
aspect of life for many, and these religious and culturally specific behaviours are widely 
respected and practiced. At the same time, Malaysia, a former British colony, is going 
through modernisation; social changes are taking place rapidly. Modem lifestyles and 
behaviours are now widely embraced. These modem lifestyles, however, do not necessarily 
replace traditional values. Although distinct, both norms coexist in the Malaysian society 
and influence the ways people conceptualise their world, including their experience of health 
and illness.
In Malaysia, allopathic medicine is the predominant, govemment-supported medical system. 
At the same time, traditional or folk medicine is widely available and practiced. Malaysians 
are socialised to value both folk medicine and allopathic medicine (Chen, 1975), as the 
present findings regarding beliefs in the effectiveness of alternative medicine indicate. It is 
therefore consistent that Malaysians’ representations of illness should include both ‘modem’ 
concepts and ‘traditional concepts’. These findings for Malaysia are also consistent with 
those of neighbouring Singapore where illness dimensions have been found to include both 
Westem and non-Westem elements (Tan and Bishop, 1996).
Previous research in the West has produced conflicting findings about the universal nature 
of the components of illness representation. The early work indicated that there were five 
components that are applicable to all illness (e.g., Lau et al., 1989; Leventhal et al., 1984). 
However, more recently, differences in the nature and structure of illness constructs 
between diseases have been observed (e.g., Hampson, 1997; Heijmans and de Ridder,
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1999). An aim of this study was to evaluate the extent to which the model of Westem 
illness perceptions is applicable in Malaysia. Using the IPQ, this study demonstrated that the 
emic illness components identified in the West did not map precisely onto the emic 
components identified here (Berry, 1969). However, the attempt to identify a culturally 
specific set of generic constructs equally applicable to two very different illnesses was only 
partially successful given the wealmess of the Personal Responsibility construct when 
applied to the flu compared to CHD. A limitation of the study that could account for the 
failure to obtain the original factor structure of the IPQ is the exclusion of several of its 
original items, as well as the inclusion of new items into the modified version of the IPQ 
used. The exclusion of items may have resulted in the failure to produce an interpretable and 
more consistent structure of constructs, which in tum would yield more reliable illness 
perception constructs. An altemative approach would have been to identify the best fitting 
constructs for each illness independently, and would be appropriate when using a more 
open-ended assessment technique such as an interview rather than a structured method such 
as the IPQ.
7.4.2 Perceptions of altemative treatment
The significance of the emic component of Spiritual Beliefs was confirmed by its 
importance for predicting perceptions of the effectiveness of altemative medicine. This 
construct was a significant predictor of perceived effectiveness of altemative medicine in 
treating both CHD and the flu. This finding is comparable with that reported by Bishop 
(1998); spiritual causation of illness consistently comes up in the medical traditions of all 
main ethnic groups in Singapore. This implies that beliefs about the role of supematural 
causes in the aetiology of and recovery from CHD and the flu may play an important role in 
influencing treatment-seeking behaviours among Malaysians. This finding is comparable to 
Quah and Bishop’s (1996) study on help-seeking behaviours among Singaporeans. They 
showed that cultural orientation through illness cognition among Singaporeans played a 
significant role in the choice of ti aditional versus allopathic medical care; the greater the 
person’s Chinese culture orientation, the more likely he or she is to seek help from a sinseh.
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Perceptions of seriousness were found to have a significant influence on predicting 
perceived effectiveness of altemative treatment treating CHD, but not in treating the flu. 
Moreover, whereas most participants did not Icnow whether altemative medicine was 
effective for CHD, most participants were confident that altemative medicine was effective 
for the flu. This pattem is consistent with research that shows treatment-seeking behaviour 
to be a function of the seriousness of an illness. For example. Tan and Bishop (1996) found 
that Singaporeans were more likely to seek a sinseh or home remedy for less serious 
diseases, but would be more likely to use allopathic medicine for more serious conditions 
such as a heart attack.
Education was also a significant predictor of perceived effectiveness of altemative medicine 
for both CHD and the flu, with higher education levels being associated with stronger 
beliefs in the efficacy of altemative medicine. Bishop (1998) also reported that Singaporeans 
of higher education background tended to have stronger perceptions of the effectiveness of 
altemative medicines than those with lower education background.
7.4.3 Health behaviours among Malaysians
The majority of Malaysians in this study reported leading a relatively healthy lifestyle: eating 
healthily, exercising regularly and not smoking. These findings contradict official reports on 
the pattems of lifestyles led by Malaysians. For example, the Malaysian Ministry of Health 
(1996) reported that 45 % of Malaysians smoke cigarettes, 36% of whom smoke more than 
20 cigarettes per day. The finding on cigarette smoking could largely be attributed to 
approximately half the sample being female. The incidence of smoking is much lower for 
women than men: the proportion of female smokers to male smokers in Malaysia is 1:10 
(Ministry of Health, Malaysia, 1996).
The more positive health picture painted in this study may be attributable to a significant 
number of the participants being students. They may be more health conscious and have 
more time to be involved in various physical activities. However, the use of self-report and
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the brevity of the measures may have led to inaccuracies. There may have been implicit 
demand effects to respond positively. Open-ended responses regarding ‘exercise’ revealed 
that many people viewed ‘walking to campus’ and ‘doing household chores’ as forms of 
exercise, hence explaining the significant difference in the number of people who exercised 
than those who did not. The lack of definition of ‘exercise’ and ‘healthy diet’ may have 
produced the differences between the present study and official statistics.
The finding that Personal Responsibility associated with CHD significantly predicted 
healthy lifestyles is consistent with the biomedical model of CHD. It suggests that 
Malaysians’ perceptions of the effects of personal lifestyle factors such as smoking, 
exercising and eating a healthy diet on the aetiology of CHD are similar to those of 
Westerners, perhaps due to the influence of allopathic medicine.
A major limitation of the present study was the lack of ethnic and religious diversity of the 
sample. The sample had an over-representation of younger, better-educated Malay and 
Muslim participants. A majority of them came from urban areas, as opposed to rural areas. 
Moreover, these data are only cross-sectional and self-report and so do not necessarily 
reflect actual health practices.
Despite the limitations, this is the first study of illness representations in Malaysia and 
provides some valuable preliminary data on healthy Malaysians beliefs about CHD and flu. 
The findings should be useful in the design of health promotion, illness intervention and 
rehabilitation programmes, particularly for cardiac-related illness. Based on the findings of 
this study, health care authorities in Malaysia could develop health promotion programmes 
that move away from an exclusively biomedical model of health and illness. Although the 
findings suggest that Malaysians believe in the importance of a healthy lifestyle, more 
holistic and comprehensive education programmes that include both the biomedical model 
as well as cultural specific beliefs and values may prove to be more effective. For example, 
in addition to providing information about the physical benefits of leading healthy lifestyles, 
health promotion programmes could include messages that appeal to the emotional and 
spiritual aspects of eating healthily, exercising and not smoking. Moreover, secondary
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prevention programmes such as cardiac rehabilitation programmes could incorporate 
spiritual and/or religious counselling to patients who show symptoms of anxiety and/or 
depression. Provision of information on the benefits as well as the hazards of specific 
altemative medicines in treating various illnesses may prove helpful to patients recovering in 
hospitals. The findings from this study endorse the recent proposal from the Malaysian Ministry 
of Health (1996) that altemative medical systems be incorporated into the formal health services 
to provide patients with the opportunity to complement the allopathic treatment.
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CHAPTER 8 
GENERAL DISCUSSION 
Aim and Overview
The aim of this chapter is to discuss the principal findings of the studies, drawing together the 
implications across the series of studies on psychological aspects of recovery from CHD in 
Malaysia. The chapter is divided into three sections: (1) summary of principal findings, (2) 
implications of main findings and (3) conceptual and methodological issues.
8.1 Discussion of Principal Findings: Study by Study
The studies conducted in the course of this research project revealed several interesting 
findings that may be beneficial to researchers interested in further exploring cardiac 
psychology in Malaysia. Some of the findings obtained replicated those found in the West, 
whilst some did not. The findings highlight the potential difficulties involved in conducting 
psychological studies in collectivistic and medically pluralistic societies such as Malaysia.
8.1.1 Study 1: Derivation of measures
The aim of Study 1 was to derive measures to be included in the questionnaire for use on 
Malaysian patients. The original measures were developed in the West and have been 
validated in different samples; both patients and non-patients. No published information was 
available at the time of the empirical programme on whether attempts have been made to 
validate these measures on Malaysian samples.
A principal finding of Study 1 was that, in general, the measures used demonstrated validity 
and reliability to some extent. The constmcts derived (with the exception of the MHLC) had 
moderate to good reliability, with Cronbach coefficients ranging from .64 to .81. The 
constructs were related to each other in the expected degree and directions. For example, self- 
efficacy and self-esteem were positively significantly related to each other. Interestingly,
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active coping was positively associated with turning to God as a coping strategy. This 
relationship implied that Malaysians in this study may have perceived turning to God as a 
direct and active way of managing a stressful situation. Another interesting finding in this 
study was the lack of relationship between anxiety and depression. It was initially expected 
that these constructs would correlate highly. This suggested that anxiety and depression may 
be two distinct constructs when applied in the Malaysian context, supporting other findings 
reported in the literature (e.g. Moorey et. al., 1991). However, it was noted that the findings 
with the HAD scale on this healthy sample, from which anxiety and depression constructs 
were derived, might not generalise when applied on hospitalised patients.
In general, the findings of this study provided preliminary support for the translated measures 
when used in the Malaysian setting. The newly derived constructs had moderate to good 
reliability and demonstiated some level of face validity by their pattem of inter-correlations. 
The applicability of these measures were further validated in Studies 2, 3 and 4.
8.1.2 Study 2: Psychological aspects of CHD among in-hospital patients - a cross-sectional 
analysis
The aim of Study 2 was to determine whether a model based on findings in the West on 
psychological adjustment to CHD would be applicable in Malaysia. The study looked at the 
relationships between self-referent beliefs, interpersonal constmcts and emotional adjustment 
to CHD among patients immediately after their cardiac event. The study also assessed the 
relationships between self-referent beliefs, interpersonal constmcts and behavioral intentions - 
namely, intention to attend CRP and intention to seek complementary medicine.
The findings of this study were mixed, with some supporting the hypothesised relationships 
presented in the model (see Figure 4.1) whilst others not. For example, supporting the 
proposed relationship hypothesised in Chapter 4 (p. 87), age was significantly coiTelated with 
exercise efficacy, with older patients reporting lower levels of exercise efficacy. There was 
also support for the hypothesised relationships between self-referent beliefs and inteipersonal 
psychological constmcts such as pessimism and locus of control variables. As suggested by
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the model, self-referent beliefs acted as direct predictors of intention to attend CRP. However, 
self-referent beliefs were not significantly related with affective status.
One of the principal findings of this study was the low levels of negative affect reported by 
Malaysians immediately after their cardiac event. The lack of negative affect manifested by 
patients in Malaysia may be reflective of the Eastern culture in general, and the Malaysian 
culture, specifically. Expression of negative emotions is minimal and often repressed. The 
low levels of negative affect could also be attiibuted to the quality of care given by the 
doctors and nurses in the hospital. Patients may not feel highly anxious or depressed because 
support (tangible and emotional) from hospital staff is accessible.
Another principal finding of this study is the dualistic nature of coping strategies employed by 
Malaysians in this sample. Patients most often reported turning to God to cope with their 
illness; they also often employed active coping strategies to deal with stressful events.
Similar to findings in the West, self-referent beliefs (e.g. self-efficacy and exercise efficacy) 
significantly predicted intention to attend CRP. Patients who reported strong self-efficacy and 
exercise efficacy were more likely to their express intention to attend CRP following 
discharge fi*om hospital. Interestingly, only demographic variables (e.g. ethnicity and 
employment status) significantly predicted intentions to seek complementary medicine, with 
unemployed, retired Malays being more likely to report their intention to use complementary 
medicine to ti eat their illness. None of the psychological variables played an important role in 
predicting intention to use complementaiy medicine.
Another principal finding of this study was the relatively small number of significant 
associations in the prediction of affective status at the time of hospitalisation. Unlike those 
predicted, none of the self-referent beliefs and coping sti ategies significantly accounted for 
patients’ affective status. One possible explanation that could account for the lack of 
significant relationships could be the cross-sectional design of the study. Several studies 
conducted in the West showed that longitudinal analyses may reveal a different pattem of 
relationships for the same variables (van-Elderen et. al., 1999). Another explanation could be
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due to the lack of variance on negative affect. In light of this, Study 3 was conducted to assess 
longitudinal relationships between these predictor variables and psychological outcomes up to 
six months following discharge from hospital.
8.1.3 Study 3: Predictors of psychological outcomes of CHD among Malaysians 
The aim of Study 3 was to assess longitudinal relationships between predictor variables and 
psychological outcomes such as negative affect, quality of life and functioning status six 
months post-hospitalisation. The study also assessed relationships between intentions assessed 
at the time of hospitalisation and actual behaviors.
The findings of this study were mixed; some relationships supported those suggested by the 
model developed for this study (Figure 5.1) whilst others did not. For example, supporting the 
hypothesised relationship (1) in Chapter 5 (p. 130), anxiety and depression were significantly 
associated with worse quality of life and functioning status. Support for the hypothesised 
relationships between self-referent beliefs and affective status was also obtained; patients with 
high self-ratings when assessed at the time of hospitalisation were less likely to report 
negative affect several months following discharge from hospital. However, none of the self­
referent beliefs were significantly associated with quality of life and functioning status post­
hospitalisation. The hypothesised relationship between coping strategies and psychological 
outcomes post-hospitalisation was partially supported. Whilst different coping strategies were 
significantly associated with quality of life and functioning status, they were not associated 
with affective status. Patients who used active coping strategies were more likely to report 
better quality of life and better functioning status whereas patients who sought emotional 
support from friends and relatives while in the hospital were more likely to report worse 
quality of life and functioning status. In other words, active coping was associated with better 
long-tenn outcomes whilst seeking support was associated with more maladaptive long-term 
outcomes.
Another important finding of this study was the failure of self-referent beliefs to predict 
attendance at CRP, although they were significantly associated with intentions to do so. 
Turning to God as a coping strategy was the sole significant predictor of attendance; patients
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who turned to God to deal with their illness were less likely to attend CRP. An implication of 
this finding is that Malaysians, at least in this sample, deemed CRP unnecessaiy as they had 
God to turn to help them recover from their illness.
Lastly, it was interesting to note that the levels of negative affect reported by patients up to 
six months following discharge from hospital were similar to the levels reported while in the 
hospital. A possible explanation that could account for the lack of negative affect at this stage 
could be that patients may have adapted to their illness.
A major methodological limitation of this study was its lack of statistical power in predicting 
psychological outcomes. Because of the small sample size, potentially important effects of 
psychological characteristics such as self-referent beliefs and loci of control variables on 
psychological outcomes were probably missed. The inferences made from the multiple 
regression analyses are, thus, limited in generalisability and should be treated with caution.
8.1.4 Study 4: Psychological aspects of post-coronary patients
An original aim of this research project was to study recovery from CHD longitudinally. 
However, the attiition rate was such that the findings from the small sample size at follow-up 
could only be treated as suggestive rather than definitive. Given the major limitation of Study 
3, Study 4 was conducted to assess psychological characteristics of patients at post­
hospitalisation only. Among the aims of this study were to examine the cross-sectional 
relationships among variables proposed in the model (see Figure 6.1) and to compare the 
scores of the in-hospital cohort of the earlier study (Study 2) and the newly recmited patients 
at post-hospitalisation across all variables.
The hypothesised relationships proposed by the model developed for this study were 
supported to some extent. For example, the hypothesised relationship between demographic 
characteristics and health-related lifestyle variables was supported. Ethnicity was associated 
with changes in smoking behavior while socioeconomic status was significantly associated 
with changes in dietaiy behavior. There was also support for the proposed relationship 
between behavioral variables and psychological outcomes. For instance, active coping was
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significantly correlated with depression, quality of life and functioning status. However, it 
was not significantly associated with anxiety. Similar patterns of relationships were obtained 
between health-related lifestyle variables and these psychological outcomes.
One of the principal findings of this study was the significant role different coping strategies 
played in predicting psychological outcomes. Similar to the findings obtained in the 
longitudinal study, active coping was significantly predictive of adaptive psychological 
outcomes post-hospitalistion. As expected, patients who reported utilising active coping 
strategies to manage their illness were less likely to be depressed, reported better quality of 
life and functioning status. On the other hand, seeking support was significantly related to 
maladaptive outcomes; patients who sought emotional support were more likely to report 
higher levels of anxiety post-hospitalisation.
The finding of this study also showed that the two cohorts of patients; in-hospital cohort and 
post-hospital cohort did not significantly differ in the reported levels of negative affect. 
Several reasons that could account for the lack of negative emotions found among Malaysian 
cardiac patients, either immediately following a cardiac event or at home, while convalescing. 
One reason for the in-hospital cohort to report low levels of negative emotions may be due to 
the quality of care given by the staffs in the hospital. Meanwhile, patients’ adaptation to their 
illness could be a factor for the lack of negative affect for the post-hospital cohort.
Significant differences were obtained in two of the coping strategies employed between the 
two cohorts of patients. Post-hospital cohort more often gave up in coping with their illness 
and they also sought less support than the in-hospital cohort. Given the circumstances, it is 
expected that in-hospital patients would resort to significant others to help alleviate the 
disti’ess associated with the trauma of having a heart condition. The availability of support 
network whilst in the hospital further enabled patients to seek support from others in dealing 
with their illness. However, it is acknowledged that the assessing two different samples at the 
two times of measurement was a methodological limitation. Any differences or similarities in 
the patients’ psychological characteristics may have been due to systematic differences 
between the two cohorts.
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8.1.5 Perceptions of illness among Malaysians
The lack of support for the relationships proposed by the model developed for the study of 
psychological aspects of recovery from CHD among Malaysians led to the development of 
Study 5. This study was conducted to explore other possible psychological factors that may 
play a more important role in predicting recoveiy from CHD. It assessed perceptions of two 
illnesses among Malaysians; CHD and the flu. Identification of Malaysians’ perceptions of 
illness may be useful in predicting illness outcomes. However, due to the constraints of time 
and accessibility, a study of patients’ perceptions was not feasible. Knowledge of healthy 
Malaysians’ perceptions of illness (i.e. people who might become patients themselves) may 
be helpful for understanding the psychological impact of future illness.
This study suggests that Malaysians’ perceptions of illness were comprised of a combination 
of Western, allopathic-based constructs and a culturally specific construct (i.e. spiritual 
beliefs). This finding supported those obtained by Bishop and colleagues (Bishop, 1998; Quah 
and Bishop, 1996; Tan and Bishop, 1996) on illness representations among Singaporeans. The 
combination of Westem illness concepts and a culturally specific concept applied to both 
CHD and the flu reflects the collectivistic nature of Malaysian culture where allopathic and 
folk medicine are widely practiced and used.
Another significant finding of this study was the differential roles different illness perception 
constmcts play in predicting different outcomes. Personal Responsibility constmct 
significantly predicted healthy lifestyles whilst Spiritual Beliefs constmct significantly 
predicted the use of complementaiy medicine. These findings suggest that illness perceptions 
among Malaysian play specific roles in predicting different illness outcomes and behaviors.
The findings of this study provide preliminary support for the importance of including illness 
representation constiaicts in the model predicting recoveiy from CHD among Malaysians (see 
Figure 5.1).
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8.2 Implications of Main Findings
The second section will discuss the implications of the main findings of the research in 
general. The findings fiom this project will be discussed in tenus of (1) the psychometric 
issues of using constmcts developed in the West to assess psychological constructs in another 
culture, namely Malaysia, (2) the similarities and differences in the psychological model of 
recovery derived in the West and as applied to Malaysians, (3) the differences between results 
obtained in cross-sectional studies versus the longitudinal study, and finally, (4) the 
implications for developing cardiac rehabilitation in Malaysia.
8.2.1 Measurement issues
Firstly, analyses of the psychometric properties of constmcts developed in the West revealed 
a generally consistent pattem of reliability when used on Malaysian samples, both patients 
and non-patients (Study 1). Results of bivariate analyses provided further support of the 
validity of these measures. These findings provide evidence of the utility of the translated 
measures, suggesting that some measures in the West may generalise well to non-Westem 
contexts.
However, there were problems of intemal consistency for several psychological constmcts in 
some of the studies conducted. The lack of intemal consistency of these constmcts could be 
attributed to the relatively small number of items used to measure each constmct. The intemal 
reliability of a test measured by coefficient alpha is partially dependent on the number of 
items in the test; the more the items the greater the reliability (Hammond, 1995). It is thus not 
surprising that turning to God constmct in Study 4 was not highly reliable because the 
constmct was made up of only three items. Another possible reason could be due to its lack of 
variability.
However, the same reason may not applicable in accounting for the lack of intemal 
consistency for the depression constmct at Time 2 in Study 3. The depression constmct 
consisted of five items and was shown to be highly reliable in other studies (Cronbach alpha
253
coefficient of .70 or more). The lack of intemal reliability for this constmct at Time 2 may be 
a chance effect, due to the response pattems of this particular group of patients.
The findings also revealed that patients’ levels of negative affect were relatively low, both 
during hospitalisation and up to nine months post discharge from hospital. The lack of 
negative affect reported by patients may have been due to several reasons. One plausible 
explanation is the social desirability effect. Patients may have presented themselves in a 
positive light when responding to items assessing negative emotions. To counter problems 
associated with biases in responses, additional items could be included elsewhere in the 
questionnaire to test for consistency in reporting negative affect (Fife-Shaw, 1995; p. 185).
Finally, the assessment tool used to assess negative affect may have accounted for the low 
levels of negative affect reported. Although the HAD scale has been shown to be valid and 
reliable when used in different patient samples in Westem societies, its utility in assessing 
anxiety and depression among Malaysians needs further validation. The correlations among 
the anxiety and depression constmcts in these studies provide initial support for their validity 
when used in Malaysia.
8.2.2 Conceptual issues: Recovery from CHD in Malaysia versus the West - similarities and 
differences
One notable feature of these findings is that patients in these studies appeared to be 
emotionally well-adjusted to their illness, during hospitalisation, and at home, six to nine 
months following discharge from hospital. Levels of anxiety and depression were relatively 
lower than those reported on patients in the West (e.g. Crowe, 1996; Trelawny-Ross and 
Russell, 1987). As mentioned previously, the low levels of negative affect reported by 
Malaysian in-patients and out-patients could be due to a social desirability effect. Expression 
of negative affect is not a nomi in many collectivistic, far Eastem societies (Chiou et. al., 
1997). Negative emotions are often repressed and/or denied, more so during interviews. 
Altematively, patients’ seeming lack of negative affect assessed at hospital may be due to the 
care and support provided by staff in the wards which may have helped alleviate the distress
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associated with a diagnosis of heart disease. The lack of negative affect at six and nine 
months post CHD suggests that patients may have actually adapted to their illness.
Turning to God assessed at the hospital played a significant role in predicting non-attendance 
at CRP following discharge fiom hospital. Patients who turned to God most often in coping 
with their illness were less likely to attend CRP. However, this coping strategy was not 
predictive of any other outcomes, both in concurrent and predictive analyses. It is interesting 
to note that although turning to God was not predictive of outcomes assessed at the hospital, 
attribution of recovery to God was. These findings illustrate the importance of assessing 
religious and/or spirituality-related constructs in deteimining Malaysian patients’ immediate 
reaction to their illness, which may subsequently influence their long-term behavioral and 
psychological outcomes. Comparable findings have not been found in the West.
It is interesting to note that seeking emotional support from family and friends was also 
prevalent among Malaysians. Like active coping, seeking support turned out to be a 
significant predictor of psychological outcomes after the period of hospitalisation, though it 
played a marginal role at the hospital assessment. However, these two coping styles differ in 
their nature of relationships with psychological outcomes. Whilst active coping was 
associated with healthy psychological outcomes, seeking emotional support was associated 
with maladaptive psychological outcomes. This is not what would be expected fiom findings 
in the West, where typically using social support is associated with better outcomes.
The prevalence in the use of active coping, turning to God and seeking support highlight the 
dualistic nature of collectivistic societies such as Malaysia, in contrast to the West. On the one 
hand, the individual possesses some level of conti'ol over his/her own illness-related behaviors 
and illness outcomes. On the other hand, there exists a sense of interdependence with God and 
others in the ways people attiibute recoveiy from and coping with their illness. For instance, 
these studies found that patients mostly attributed their recoveiy to God and doctors and the 
least to themselves. This indicates that at times, stronger priority is given to in-group 
processes rather than personal control and goals. This is supported by the finding that turning 
to God was the sole predictor of actual attendance at CRP. These patients may have perceived
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that the spiritual and emotional support sought from family and God to be sufficient in 
assisting their recovery, hence perceiving attendance at CRP unnecessary. These findings 
highlight the importance of studying culturally specific aspects of health and illness behaviors 
in medically pluralistic, collectivistic societies. In addition to individual constructs, studies 
conducted in Malaysia, particularly, need to take into account other ‘environmental’ and 
‘social’ factors. Together, the individualistic and collectivistic-type constmcts may better 
predict psychological and behavioral outcomes from CHD.
Models developed in the West, upon which the models of these studies were based, assume 
individuals to be rational decision-makers. Individuals are assumed to be able to 
systematically prepare and volitionally act upon a certain course of action. The actions taken 
are most probably those that result in the highest subjective expected utility and maximum 
benefits (Conner and Norman, 1998).
However, as the findings of these studies revealed, this notion may not be entirely true when 
applied in collectivistic, non-Western societies. The processes by which decisions are made 
differ fiom those mainly adopted in the West, Interdependence with others in the group play a 
significant role in influencing the choice and adoption of behaviors. Obtaining maximum 
personal benefits and highest subjective utility is not perceived to be the stiongest priority. In­
group processes may override subjective interests and goals. Faith in God and affiliation with 
a religion play a significant role in influencing the adoption or non-adoption of a particular 
behaviour.
Finally, the findings of the last study (Study 5) revealed the importance of including 
constructs such as perceptions of illness and cultural-specific beliefs in studying recoveiy 
from CHD among Malaysians. For example, the study found that beliefs about the role of 
supernatural causes in the aetiology of and recovery from CHD played an important role in 
influencing treatment-seeking behaviours among Malaysians; the stronger the person’s belief 
in supernatural causes of illness, the more confident he or she is in the effectiveness of 
complementary treatment in treating CHD. These findings suggest the need to include 
psychological constructs such as patients’ perceptions of the causes, severity and treatability
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of CHD in future research in predicting treatment-seeking behaviours and psychological 
adjustment among Malaysian patients.
8.2.3 Differences between cross-sectional and longitudinal analyses 
Another interesting feature of the findings is the different patterns of associations between 
self-referent beliefs and outcomes that emerged in the concurrent and predictive analyses. 
Generally, strong associations for self-referent beliefs and outcomes were obtained in 
concuiTent analyses but not in predictive analyses. Self-efficacy, for instance, significantly 
predicted negative affect assessed at the hospital. Self-efficacy was also predictive of 
behavioral intentions (i.e. intention to attend CRP) assessed at the hospital. Intention to 
attend, in turn, was significantly associated with actual attendance. However, self-efficacy no 
longer predicted negative affect six months after initial assessment. It was also not predictive 
of behavioral intentions nor actual attendance at CRP in prospective analyses. These findings 
suggest that measures of self-efficacy were useful predictors of short-teim adjustment, but not 
necessarily so in the long-run. These findings also suggest that self-efficacy may have 
changed considerably over the post-hospitalization period. The experience of living with 
CHD during the recovery period may not conespond to patients’ expectations of their abilities 
to cany out the tasks associated with having a CHD.
The studies also found that behavioral intention was significantly related to actual attendance 
at CRP six months after in-hospital assessment, although it failed to predict actual attendance 
in regression analyses, supporting the lack of relationships between intentions and actual 
behaviors in the West (e.g. Abraham et. al., 1998). The failure to translate intentions into 
actual behaviors may be due to the way intentions were assessed. It has been pointed out 
earlier of the need to differentiate between goal intentions and implementation intentions, the 
latter being more likely to be predictive of actual behavior (Gollwitzer, 1991; Sheeran and 
Orbell, 1998).
Another notable finding is that turning to God and active coping were the most frequently 
used coping stiategies among Malaysian cardiac patients and appear to be stable across time. 
This finding is consistent with the notion of coping being a multifaceted approach to the
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different difficulties associated with illness (Follonan, 1984). It also suggests that Malaysian 
patients appear to adopt both direct behavioral measures and indirect ones in dealing with 
their illness. The prevalence of both turning to God and active coping as forms of dealing 
with illness reflects the collectivistic nature of Malaysian society, a society that is going 
through rapid modernisation and social changes. At the same time, ‘tiaditionaF values such 
as religious rituals and practices continue to play a large and important role in Malaysians’ 
eveiyday life.
Analyses further revealed that turning to God and active coping have differential functions in 
predicting outcomes of CHD among Malaysian cardiac samples. Whilst active coping seems 
to be predictive of psychological outcomes such as depression and quality of life, turning to 
God was predictive of behavioral outcome, namely attendance at CRP. This pattern of finding 
contradicts the conceptual Western notion that active coping is directed towards situations 
which are modifiable whereas turning to God is more relevant in circumstances which are not 
modifiable.
Time of assessment also seems to be an important factor is determining whether these coping 
styles play a significant role in predicting outcomes. Active coping was predictive of 
psychological outcomes in both post-hospital assessments, at six months and at nine months 
after discharge from hospital. However, active coping did not play any role in predicting 
outcomes assessed at hospital following diagnosis of CHD. A possible explanation for this 
findings is that active coping was not possible and/or relevant in hospital. This pattern of 
findings suggests that active coping may not be functional in predicting short-teiTn outcomes 
but appears to play a more significant role in influencing long-term outcomes.
8.2.4 Implications for developing cardiac rehabilitation in Malaysia
The findings of this research have important implications for the development of in-patient as 
well as out-patient cardiac rehabilitation that caters specifically for Malaysian patients. To 
date, cardiac rehabilitation programmes offered in Malaysia are replicas of the ones 
developed in the West. These programmes focus mainly on education pertaining to changes in 
dietary behaviours and uptake of physical activities. To date, CRPs in Malaysia do not
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provide systematic programmes that include emotional and spiritual input to patients in 
helping them cope with their illness. As revealed in this research, patients who turned to God 
to cope with their illness were less likely to attend CRPs. These patients might have deemed 
cardiac rehabilitation unnecessaiy, therefore, declining to attend the recommended 
programme.
As recommended in the West, psychological assessment should fomi a part of the routine 
assessment of all patients who are suitable for in-hospital and post-hospital rehabilitation in 
Malaysia, and any psychological intervention should be based on this assessment. Factors 
such as patients’ self-referent beliefs, perceptions of illness, coping styles and emotional 
status should be assessed at the period of hospitalisation to identify patients who need 
immediate psychological intervention. These psychological assessments would also help the 
CRP team to identify patients who would most likely benefit fiom post-hospital rehabilitation.
In short, CRP in Malaysia should 1) conduct psychological screening procedures before 
patient discharge from hospital to verify those who would potentially benefit most from the 
type of offered, 2) develop programmes that cater for the specific needs of individual patients 
and 3) offer programmes that take into account specific cultural factors such as spiritual 
beliefs to help patients cope better with their illness.
8.3 C onceptual and M ethodological Issues
This section will address several conceptual and methodological issues that arose in the 
process of completing this research project. It will review the decisions and choices that were 
made at different stages of the empirical research. In doing so, the section will attempt to 
consider the success of the choices made and whether, upon completion of the research 
project, alternative decisions might be made in the preparation of future work.
8.3.1 Development of model
The first conceptual issue relates to the main model proposed in this thesis (see Figure 2.1). 
Among the issues that will be discussed include the rationale for developing a new model for
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the study of recovery from CHD among Malaysians, rather than testing a specific model that 
has been widely used and validated in the West. The discussion will include the criteria 
involved in the selection and inclusion of variables as presented in the model. The section will 
also present suggestions for future work using the model developed for this research.
The rationale for developing a new model for this research project was to explore potential 
relationships among a combination of social cognitive variables such as self-referent beliefs 
and self-regulatory variables such as coping strategies. Together, these variables were thought 
to best predict recoveiy from CHD among Malaysian patients. The model presented in Figure 
2.1 was developed based on selected findings reported in the literature. In short, the model 
was created as a likely set of variables and paths that would predict recoveiy fr om CHD 
among Malaysian patients.
The selection of variables included in the model was based on several criteria. A set of 
research hypotheses were first set forth (see Section 2.4), based on the review of literature 
conducted (see Chapter 2) and a set of outcome variables were selected. Since this research 
project was the first of its kind in Malaysia, the outcome variables chosen (e.g. affective 
status, quality of life, functioning status, attendance at CRP and the use of complementary 
medicine) were deemed important in exploring the nature of recoveiy from CHD among 
Malaysian patients.
Next, a set of psychological variables were selected as predictor variables. Similarly, based on 
the literature review conducted, the predictor variables selected and included in the model 
were deemed as better predictors of the outcome variables presented in the model. Moreover, 
the predictor variables selected such as self-referent beliefs were deemed more relevant than 
other social cognitive variables such as social pressure when used on in-hospital patients. 
Additionally, the predictor variables included in the model were also deemed culturally 
relevant (e.g. locus of control to God, turning to God as a coping strategy).
The model also included behavioral intention as a predictor variable. The inclusion of this 
variable in the model was due to the feasibility of assessing behavioral outcomes such as
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attendance at CRP and the use of complementary medicine. However, a notable 
methodological limitation is the way intention was assessed. It was measured as a single 
dichotomous variable. Ideally, at least two items with a Likert response scale would have 
been used. At the time when measures were developed for this study, the prediction of 
intention was not a primary focus. Additionally, standardised measures of goal and 
implementation intentions were not available at the time the studies were conducted.
The findings of the studies conducted on Malaysian cardiac patients supported the 
hypothesised relationships among variables presented in the model to some extent, providing 
some support for the utility of the model created. However, not all of the relationships among 
variables as hypothesised in the model were found. Self-referent beliefs, for example, played 
a negligible role in predicting long term outcomes. The failure to obtain several expected 
relationships in these studies led to Study 5 which looked at perceptions of illness among 
Malaysians. A rationale for conducting Study 5 was to identify Malaysians’ perceptions of 
illness that may be useful in explaining the factors involved in predicting outcomes from 
CHD.
The findings of Study 5 suggested the importance of looking at perceptions of illness in 
assessing illness outcomes. Thus, the model of recovery from CHD developed for this 
research could be modified to include illness perception constructs in the preparation for 
future work. The addition of illness perception constructs may be helpful in predicting self- 
regulatory processes such as coping strategies which in turn, may help predict illness 
outcomes.
Future work could also include other behavioural outcome variables not assessed in this study 
but are equally important in influencing the process of recoveiy fiom CHD. These outcome 
variables include smoking cessation, exercise uptake and dietary changes. Hence, the model 
developed for this research could be modified to include social cognitive variables such as 
attitudes and normative pressures that have been found to be associated with these behavioral 
outcomes. These social cognitive variables may be especially helpful in explaining health- 
related behavioral patterns in a collectivistic society such as Malaysia.
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8.3.2 Methodological issues
A methodological limitation of the research project relates to the method of establishing the 
psychometi’ic properties of measures used on patients; the psychometric properties of the 
measures were restandardised in each study. To best of the knowledge of the investigator, 
none of the measures have been used and validated in Malaysia. Hence, the main reason for 
conducting restandardisation of the measures’ psychometric properties in each study was to 
establish the face validity and internal reliability of these measures to an acceptable extent 
when used on different Malaysian samples. It was also important to establish the face validity 
and reliability of these measures at different times of assessment. For example, although the 
measures demonstrated an acceptable level of validity and reliability in Study 1, there was 
some concern that this may not hold true in patient samples, hence the re-working of the 
psychometi'ic properties of the measures on in-hospital patients. The validity and reliability of 
these measures then needed to be confirmed with patients convalescing after discharge from 
hospital. Whilst it is acknowledged that this method was time-consuming, it was the most 
feasible way of establishing, to some extent, the psychometiic properties of the measures 
during the course of the empirical programme. An alternative method of establishing the 
validity and reliability of these measures in the future would be to conduct fewer studies but 
each with more participants.
Additionally, although the measures used provided evidence of some degree of face validity 
and internal reliability when used on these samples of Malaysians, they need to be further 
validated on other cardiac and chronically ill patients. Better methods of translation could be 
adopted (i.e. via qualified and trained translators).
Another methodological limitation of this research is its relatively small sizes of patient 
samples, particularly the sample size of patients in the longitudinal study (n = 26). This is 
particularly problematic given the number of variables assessed. Such high attrition rate was 
not expected. Several reasons could have led to the high attrition rate. One possible reason 
that could account for such high attiition rate was accessibility -postal systems in some mral 
areas in Malaysia may not be as efficient as the ones in urban areas. Patients who live in these
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rural areas may have had difficulties in receiving and/or posting their questionnaires. A 
second problem may be due to patient illiteracy. Apathy could also have contributed to the 
high attrition rate. If the study had not lost the patients at follow-up, then study would have 
had a reasonable statistical power. The small sample size necessitated in the use of less 
powerful statistical tools. Inteipretation of findings are treated as tentative and should be used 
only as pilot data for future research. Generalisation of findings is therefore, limited.
Ideally, the way to test the model presented in this study (Figure 2.1) is to use stmctural 
equation modelling (SEM). SEM, which seiwes purposes similar to multiple regression, is 
more powerful in that it takes into account the modeling of interactions, nonlinearities, 
correlated independents, multiple latent independents and latent dependents, among others. It 
includes more flexible assumptions and allows the testing of models overall rather than 
coefficients independently. However, due to the small sample size of the studies on patients, 
the use of such a statistical tool would not be acceptable.
Several steps could be taken to increase the sample size of the empirical studies conducted on 
patients. One way is to ensure higher participation rate at the time of hospitalisation. 
Hospitalised patients could be approached immediately before the time of discharge from 
hospital instead of being assessed three days after initial diagnosis. One way is to ensure 
lower attrition rate after discharge from hospital. Home interviews or telephone calls could be 
conducted at follow-up. The researcher could conduct interviews via telephone where and 
when possible. The researcher could also pay home visits to patients and conduct face-to-face 
interviews. However, these alternatives tend to be more costly and time consuming.
Another notable methodological limitation of this research is the failure to assess the 
demographics of patients who declined to participate. Similarly, the research was also not 
able to analyse the psychological outcomes of the attrition group. Patients who declined to 
participate in the hospital assessments and/or those who dropped out from the longitudinal 
study may systematically differ in their demographic and psychological characteristics from 
those who participated. The foimer may be more depressed and anxious, hence the inability to 
participate. The findings, therefore, may only represent those patients with better physical and
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psychological health. Additionally, the research did not include patients’ comprehensive 
medical, physical and co-morbidity data. Cardiological data such as results of angiography 
and EGG may have helped predict attendance at CRP, for instance, whilst data on co­
morbidity may have helped predict the use of complementary medicine.
The research also relied predominantly on self-reported data. As mentioned previously, a 
social desirability and/or demand expectations effect could have occurred, resulting in the 
possible exaggeration and/or masking of findings. In addition to self-report data, obseiwer 
ratings of adjustment could be conducted as well. For example, a clinician could rate patients’ 
ftinctional status pre and post-discharge from hospital.
The findings of this research were mostly cross sectional; hence directions and inferences of 
causality are questionable. Future research could adopt a longitudinal study that assesses 
psychological outcomes at different time points. As many studies have shown, different 
patterns of relationships emerge in cross-sectional vs. longitudinal analyses (e.g. van-Elderen, 
1999).
Future work could employ prospective studies in assessing psychological and behavioural 
outcomes for patients attending rehabilitation programmes. Patients could be assessed at the 
beginning of the programme and after completion of the programme. Follow-up assessments 
at three or six months would provide useful information on the effectiveness of the 
programme on patients’ psychosocial and behavioural functioning. Assessment tools, both 
generic and disease-specific should be selected carefully; they need to demonstiate high 
internal and test-retest consistency as well as contextual validity, specific to the outcomes 
being assessed.
Similar prospective studies assessing outcomes for patients using complementaiy medicine 
could also be conducted. Patients could be assessed at the beginning of their treatment regime 
and after completion of their treatment programme. In addition, rather than depending solely 
on subjective, self-report measures, more objective outcomes such as increased survival time 
should be incorporated in assessing the effects of complementary medicine on patients’
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physical and psychological adjustment. Future studies should incorporate other psychological 
outcomes not assessed in this study that may be better associated with the use of 
complementaiy medicine (e.g. physical health status).
Lastly, the comparisons made in this study with findings in the West were implicit. Any 
claims of differences in patterns of psychological characteristics and responses between 
Malaysians and Westerners would, thus, be premature. Ideally, future work in this field could 
compare psychological characteristics of Western and Malaysian cardiac patients.
Despite these limitations, this research has its strengths. One notable strength is that this is the 
first known research of its kind in Malaysia. No other studies looking at psychological aspects 
of recovery from CHD, adopting both cross-sectional and longitudinal designs have been 
conducted in Malaysia. The findings of these studies could be used as guidelines by cardiac 
care authorities providing better psychological care and facilities that cater to the specific 
needs of their patients.
This study also tested the possible direct relationships between self-referent beliefs, coping 
styles and attendance at CRP, by-passing intentions. Although most data obtained were self- 
report, actual attendance at CRP was objective. Verification of attendance at CRP was 
obtained from CRP nurses.
8.4 C onclusion
The findings of this research project highlight the importance of studying health and 
illness-related behaviors within the socio-cultural contexts in which the illness occurs.
The mixed findings provide evidence on the intricacies of conducting studies in non- 
Westem, collectivistic societies. Although models developed in the West may be 
applicable in these non-Western, collectivistic societies, the constructs assessed may 
not be sufficient in accounting for the variance in explaining psychological and 
behavioral outcomes of illness. Thus, in addition to the constructs found to be 
predictive of these outcomes on Western patients, psychological studies done in
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Malaysia should also assess mental representations of illness that are specific to 
Malaysians. Future studies should also take into account cultural-specific factors such 
as religiosity and spirituality, and quality of support received in the attempt to predict 
psychological and functional outcomes of having a heart disease.
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A P P E N D IX  1
Illustration  o f  a N orm al R esting  E C G  C om plex
P wave:
PR interval: 
QRS complex: 
QT interval:
0 .0 6 -0 .1 0  sec  
0 .1 2 -0 .2 0  sec  
0 .0 8 -0 .1 2  sec  
0 .3 5 -0 .4 5  sec
A P P E N D IX  2
S tudy 1 Q uestionn aire
NOMBOR KOD: TARRIKH:
CODE NUMBER: DATE:
P A N D A N G A N  T E R H A D A P  K E S IH A T A N  D A N  P E N Y A K IT  
PERCEPTIONS OF HEALTH AND ILLNESS
A R A H A N  U N T U K  B O R A N G  K A JI S E L ID IK  
QUESTIONNAIRE INSTRUCTIONS
Tujuan kajian ini adalah untuk memahami pandangan dan perasaan anda terhadap isii 
kesihatan dan masalah penyakit.
The purpose o f this study is to look at how you think and feel about your health and 
illness.
Berikiit adalah satu siri borang kaji selidik untuk diisi. la mempunyai enam bahagian 
di mana setaip bahagian mempunyai arahannya tersendiri. Sial jawab mengikut arahan 
yang diberikan. Anda boleh mengisi borang ini pada masa yang sesuai untuk anda. 
Apabila anda sudah mengisi borang ini, sila kembalikannya kepada penyelidik 
menggunakan sampul surat berlampiran.
The following is a series o f  questionnaire fo r  you to complete. The questionnaire 
consists o f  six parts. Each part o f the questionnaire has its own instructions. Please 
respond according to the instructions given. You may complete this questionnaire at 
your own time. Once you have completed the questionnaire, please return it to the 
researcher.
Kami memberi jaminan bahawa pandangan anda akan dirahsiakan. 
We ensure you that your responses will be kept strictly confidential.
Terima kasih atas bantuan dan penyertaan anda.
Thank you fo r  your co-operation.
INSTRUCTIONS: We would like to know your general feelings about yourself Based on 
the scale given below, please indicate the extent to which you agree or disagree with each of 
the following statements in describing your views of yourself Write your responses in the box 
provided.
strongly disagree 
disagree 
uncertain 
agree
strongly agree
1. When learning something new, I give up if I am not initially successful.
2. I feel that I am be able to get involved in physical activities,
3. Failure just makes me try harder.
4. I give up easily.
5. I feel that I can change my diet and eat healthy food.
6. If something looks complicated, I will not even bother to try it.
7. I do not seem capable of dealing with most problems that come up in life.
8. I think that it would be difficult for me to change my eating habits.
9. I feel insecure about my ability to do things.
10.1 feel as if I can exercise regularly.
11. If I can’t do a job the first time, I keep trying until I can.
12.1 avoid trying to learn something new when they look too difficult for me.
13.1 feel that I have a number of good qualities.
14.1 feel that I am a person of worth, at least equal with others.
15.1 am able to do things as well as others.
16.1 certainly feel useless at times.
17.1 feel I do not have much to be proud of.
18.1 take a positive attitude towards myself.
19. All in all, I am inclined to feel that I am a failure.
20. On the whole, I am satisfied with myself.
INSTRUCTIONS: Below are statements other people have made about their recovery from 
their illness. Based on the same scale as given above, please indicate the extent to which you 
agree or disagree with each statement in describing your views on the recovery process.
1. How I manage in the future depends on me, not on what other people (e.g. [ )
doctors and nurses) can do for me.
J
CZD
2. It’s up to the doctors and nurses to make sure I recover from my illness.
3. It’s what I do to help myself that’s really going to make all the difference.
4. It is God’s will that determines whether I fully recover from my illness or not.
5. My own efforts are very important because my recovery really depends on me.
6. Following doctor’s orders will make me get better.  ^ ^
□
8. My recovery depends on God’s will.
C
7. It’s up to me to make sure I make the best recovery possible under the 
circumstances.
C
9. It doesn’t matter how much help I get from others, in the end it’s my 
own efforts that count. C J
10. I have little or no control over my progress from now on; it’s all up to [ ]
the doctors.
11. Getting better now is a matter of my own determination rather than 
anything else. CD
12. God will protect my health. [ ]
INSTRUCTIONS: Below are statements other people have made about their recovery from 
their illness. Based on the same scale as given above, please indicate the extent to which you 
agree or disagree with each statement in describing your views on health, illness and 
recovery.
1. If I get sick, it is my own behaviour which determines how soon I get well again.
2. Often I feel that no matter what I do, if I am going to get sick, I will get sick.
3. If I see an excellent doctor regularly, I am less likely to have health problems.
4. It seems that my health is greatly influenced by accidental happenings.
5. I can only maintain my health by consulting health professionals.
6. I am directly responsible for my health.
7. Other people play a big part in whether I stay healthy or become sick.
S. I prefer to seek traditional medication.
9. Whatever goes wrong with my health is my own fault.
10. When I am sick, I just have to let nature run its course.
11. Health professionals keep me healthy.
12. My physical well-being depends on how well I take care of myself.
13. When I feel ill, I know it is because I have not been taking care of myself.
14. The type of care I receive from others is what is responsible for how 
well I recover.
15. Traditional medication is more effective in treating my health problems.
16. Even when I take care of myself, it’s easy to get sick.
17. When I become ill, it’s a matter of fate.
18.1 can stay healthy by taking good care of myself.
19. When I stay healthy, I am just plain lucky.
INSTRUCTIONS; Below are statements on how people view their future. Based on the 
same scale above, please indicate the extent to which you agree or disagree with each 
statement in describing your feelings and views of your life in the next year or so.
1. I have great faith in the future.
2. I can look forward to more good times than bad times.
3. My future seems dark to me.
4. I look forward to my future with hope.
5. There’s no use in really getting what I want because I probably will not get it.
6. When I look ahead in the future, I expect I will be happier than now.
7. I don’t expect to get what I want. [ ]
8. All I can see ahead of me is unpleasantness rather than pleasantness.
9. In the future, I expect to succeed in what concerns me most. [____J
10. I might as well give up because I can’t make things better for myself. ( j
INSTRUCTIONS: The following statements may describe how you have been feeling since 
your first day in the hospital. Based on the scale given above, please indicate the extent to 
which you experience these feelings.
“1” never 
“2” seldom 
“3” uncertain 
“4” sometimes 
“5” often
1. I feel tense and uneasy.
2. I feel frightened, as if something awful is about to happen.
3. I still enjoy the things that have always made me happy.
4. WoiTying thoughts go through my mind.
5. I get a sort of frightened feeling like butterflies in the stomach.
6. I am at ease and feel relaxed.
7. I feel restless as if I have to be on the move.
8. I get sudden feelings of panic. |
9. I feel cheerful. (
10. I feel as if I have slowed down.
11. I can laugh and see the funny side of things.
12. I look forward with enjoyment to things.
13. I have lost interest in my appearance.
14. I can enjoy little things like chatting with my family or reading.
INSTRUCTIONS: There are many ways o f dealing with difficulties in life. We are 
interested in how you respond to the stressful events in your life. Based on the scale above, 
please indicate the extent to which each of the following statements describes your actions 
when you confront such problems.
1. I think about how I might best handle the problem. [ ]
2. I feel a lot of emotional distress and find myself expressing those feelings a lot.
3. I give up the attempt to get what I want.
4. I find comfort in my religion.
5. I say to myself “this isn’t real.”
6. I concentrate my efforts in doing something about it.
7. I admit to myself that I can’t deal with the problem and quit trying. [ )
8. I try to get emotional support from my family and friends. CZZD
9. I get used to the idea that it has happened.
10. I make a plan of action.
11. I seek God’s help.
12. I refuse to believe that it has happened.
13. I just give up trying to reach my goal.
14. I accept that it has happened and that it can’t be changed. [ ]
15. I talk to someone about how I feel. ^
16. I do what has to be done, one thing at a time. [ ]
17. I put my trust in God.
18. I pretend that it hasn’t really happened. [ 1
19. I ask people with similar experiences what they did. [ ]
20. I think hard about what steps to take. [ ]
21. I reduce the amount of effort I’m putting into solving the problem. [
22. I pray more than usual.
23. I act as though it hasn’t happened.
24. I take a direct action to solve the problem.
YOUR BACKGROUND INFORMATION:
Age: years old
Gender; Male Female
Ethnicity: Malay Chinese
Indian Others
Religion: Islam Christian
Hindu Buddha
Others None
Are you: Married Widowed
Divorced Single
Are you currently employed? YES
If YES, please indicate your current occupation:
NO
If NO, please indicate your last occupation;
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L etters to and from  M in istry  o f  H ea lth , M alaysia  and N ation a l H eart Institu te
Y ours sincerely,
r —
M iss Hanyati Abdul-Majid
Department o f  Psychology  
University o f  Surrey 
Guildford  
Surrey GU2 7XH  
U nited Kingdom.
Tel: 00  44  (0) 1483 300 800 ext. 3346
Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom
Director U ii iv e r s ity
M inistry o f  Health M alaysia r  o  . P V
c /o  Information and Docum entation System Unit ^ O U I  1 C y
Tingkat 10, Bangunan Perkim  
Jalan Ipoh
51200  Kuala Lumpur
M A L A Y SIA  1 Novem ber 1996
D ear D a to ’,
R esearch  on P sych olog ica l A sp ;ts o f  C oronary H eart D isea se  in M alaysia
Please kindly refer to  the afo-' nentioned matter.
I, Hariyati Shahrima A bdu’ vlajid, a PhD student in Applied H ealth Psychology at the 
Department o f  Psycholog; , University o f  Surrey, U .K ., would like seek ethical 
approval for academic research at governm ent hospitals in M alaysia. For your 
information, the objectives o f  the proposed research include the following;
i. identifying psychological and social factors that are predictive o f  healthy 
readjustment from cardiac illness and enhancement o f  quality o f  life among 
patients recovering from CH D in Malaysia.
ii. providing information w hich  will be useful to the primary care teams in 
identifying groups o f  cardiac patients at particular risk o f  further cardiac- 
related heart complications.
iii. providing information on the needs o f  particular groups o f  patients which  
can be used to  design formal cardiac rehabilitation programmes in the 
respective government hospitals.
I would greatly appreciate it if  my application for access to the government hospitals 
be granted. I will strictly adhere to the medical ethical procedures involved in 
conducting the proposed research interviews.
Please inform me o f  any steps that should be taken to  ensure that the research would  
be carried out according to bureaucratic procedures. I will provide you with details o f  
the proposed research should you request them. P lease do not hesitate to contact me at 
the follow ing address for any further enquiries.
Thank you for your attention and cooperation.
U n iv e r s ity  Telephone No: (+44) 01483 300800
, ____
UNIT SISTEM MAKLUMAT & DOKUMENTASl,
(INFORMATION AND DOCUMENTATION SYSTEM UNIT), 
KEMENTERIAN KESIHATAN MALAYSIA, Tchfoa
(MINISTR Y OF HEALTH MALA YSIA), Kawat
TINGKAT 10, BANGUNAN PERKIM, Tolok
JALAN IPOH, 51200 KUALA LUMPUR No. Fax
03-4421211
MINHEALTH, KUALALUM PL
MA 28102
03-4412141
O ur R e f .  ; B i l  ( /(.(p } dlm.KKM (SMD) 9 / 6 J l d . V  D a t e  ; ( 0 D ecem ber  1996
DeanD e p a r t m e n t  o f  P s y c h o l o g y  U n i v e r s i t y  o f  S u r v e y  G u i l d f o r d  S u r r e y  GU2 5XH ENGLAND( A t t n  : M i s s  H a r i y a t i  S h ah r im a  A b d u l  M a j i d )
R e s e a r c h  on P s y c h o l o g i c a l  A s p e c t s  o f  C o r o n a r y  H e a r t  D i s e a s e  i n  M a l a y s i a
Y o u r  l e t t e r  d a t e d  1 N o vem b er  and 9 D ecem ber  1996  on t h e  a b o v e  m a t t e r  i s  k i n d l y  r e f e r r e d .
2 .  Our U n i t  i s  n o t  i n v o l v e d  i n  h e a l t h  s u r v e y s  a n d  r e s e a r c h  and  i s  t h e r e f o r e  u n a b l e  t o  h e l p  y o u  i n  y o u r  e n d e a v o u r .
3 .  H ow ever ,  y o u  may t r y  c o n t a c t i n g  t h e  f o l l o w i n g  tw o  d e p a r t m e n t s  i n  t h e  M i n i s t r y  w h ich  may b e  o f  a s s i s t a n c e  :
i ) P e n g a ra hI n s t i t u t  K e s i h a t a n  Umum J a l a n  B a n g s a r  5 92 0 0  K u a la  Lumpur
T e l  : 0 3 - 2 8 2 1 3 3 3F aks  : 0 3 - 2 8 2 3 1 1 4
i i )  T im ba l  an K e t u a  P e n g a r a h  K e s i h a t a n  ( K e s i h a t a n  Awam)K e m e n t e r i a n  K e s i h a t a n  M a l a y s i a  •B l o k  E, A r a s  2 ,K o m p le k s  P e j a b a t  B u k i t  Damansara  5 0 490  J a l a n  Dungun K u a l a  Lumpur
T e l  : 0 3 - 2 5 4 0 0 8 8F aks  : 0 3 -2 5 3 9 3 4 5
Thank y o u .
r~
(1—
( DR. HADITHAH BT. HUSIN ) f o r  P r i n c i p a l  A s s i s t a n t  D i r e c t o r  I n f o r m a t i o n  a n d  D o c u m e n t a t i o n  S y s t e m  U n i t  M i n i s t r y  o f  H e a l t h  M a l a y s i a
4EH/hrns
"Sila catatkan rujukan su rat Ini apabila menjawab"
Jl k )  :  2  ^ U  © S  — 2 Q 2 S Î  1  4 t î  1
INSTITUT Kt:SlU.^ IMN UMUM 
KenietH enm  Kesihamn Malaysia 
Jalan
S0590 Kuala Lwnpur.
My ïL u  iy a ti S h ah fiin a  A bdul M ajid  
Dv.partiiicut o f  Psychology 
Umvorsiiy o f  Surrey 
rhuH'oal 
Si,nu> 01/25X11
'mcfùn: 0.1
Ritj. luam  
Raj. kami. 
Tank/'t,- 2*1 f!)c:ccmbcr ;
M s  l l a n y a t i ,
{^‘s ta ic h  ou  Psychological A spects of
■'• It.Uîlt }iou (or your foxed Id ler recording (he obovç.
i he lusu iu t KcsilvUao Utuuiu is o ccnirc for Lrioning ju research md)K'dology especially (Icnith SysiCfo 
KcMOiuuh. find wo also conduol HSR projects ourselves,
. i^sKc your study is involving govornincnt hospifal piUicni,s, you will ncod to obtain upprovoJ o f the Divi.stoii 
('f Mcdionl Services in Üic MinJslry o f Health. You may tiiorafore wriic lo :
Dr. Abdul Gaiii bin Mohamed Dui 
PviigitraU Ainutim PeiubuUn 
Kementerian Kesihatan Malaysia 
J;i!an Cendcrasati 
50590 Kuala Lumpur,
((■ax No.: d(K.'î-2<>3493:^)
ü’biu'h sou.
Y oms sincddv.
? v( im . N A 'KiM AH A W iN ) 
Oifcdtoi
Mcnilh Institute 
M tm sirv  o f  H ealth , Mnlayoin.
t . i .  Dr Abdul (îani bin Mohamad Din 
Ponvjaruh A mal an Pembnlan 
Kcmenic-ium Kesihatan Malaysia,
(1 nm aundsng you a copy ofLlio lax from thu nbovn npplioam).
BAHAGIAN PERKEMBANGAN PERUBATA.N MEDIC.AL DEVELOPMENT DfVfSÏON 
KEMENTERIAN KESIHATAN MALAYSIA 
MINISTRY OF' HEALTH MALAYSIA 
JALAN CCNDERASARJ 
50590 KUALA LUMPUR, MALAYSIA.
Hariyati Shahrima Abdul Majid 
Departm ent o f  P sychology  
University o f  Surrey 
Guildford 
Surrey G U 2 5X H  
England.
Ruj T uan  
Hiij. K am i. 
Tarlkh
Tc*!clbu. 0 'L 29S 5077  
MINIII'.AlTU,
Tüîak M A  IS !02  
t'ax' U J - 7 9 D 2 5 !
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D ear Sir,
Ref: Research on Psychological Aspects o f  Recovery
from Coronary Heart D isease in Malaysia
In response to  your letter dated 24 Decem ber 1996 w e w ould appreciate if  you could send  
as more information on your research m ethodology and the expected outcom e o f  the 
study.
2. Kindly, indicate too, the hospitals which you intend to  visit. I f  all goes well, if  w e  
will only be able to provide you with access to  government hospitals under the Ministry o f  
Health. As for University hospitals and private hospitals you will have to request 
separately through their respective organisations.
Y ours sincerely,/^\
(D R . M . A T K A D A R  B IN  M A R IK A R )
Principal Assistant Director 
M edical D ivision  
for Director o f  M edical Services 
Ministry o f  Health Malaysia.
‘fîila catoikan rujulcan surat  in; npabüe
■ f
Faculty of Medicine, UNIVERSITY OF MALAYA
Professor Amir S Khir MBCliB (Edin), FRCP (Edin) 
Deputy Dean, Faculty of Medicine
e-mail : amirkhir@medicine. med.um.edu. my
M iss Hariyati Abdul Majid 
Department o f  Psychology  
Unievrsity o f  Surrey 
Guildford 
Surrey G U 2 5X H
Dear M iss Hariyati,
Re: R esearch  on th e P sychological A sp ects o f  R ecovery  from  
C oronary H eart D isease in M alaysia
Division of Endocrinology 
Department of Medicine 
5ÜÔ03 Kuala Lumpur, 
MALAYSIA
Tel: +03-7502108 
Fax: +03-7568841
Fax: +44 1483 300803
Your letter w as passed on to me and the proposed study was discussed at the last monthly 
m eeting o f  the University Hospital Ethics Committee.
I am happy to  say that w e have no objections to the study being done but would value a 
preview o f  the actual questionnaires to be used as w ell as a patient information sheet to be 
given prior to getting consent - a full letter o f  approval from the ethical committee will then 
ensue.
I w ould also like to Icnow whether you have approached any o f  the cardiologists in our 
hospital as a link person as you will be using their patients. D o you also plan to use patients 
from the National Heart Institute (Institut Jantung Negara), They have their ow n ethical 
committee.
Regards.
Yours sincerely,
Amir S Khir
Chairman, UH K L Ethical Committee
MEDICAL PRACTICES DIVISION
MINISTRY OF HEALTH MALAYSIA ®  : 03-2985077JALAN CENDERASARl,50590 KUALA LUMPUR. MALAYSIA. Fax : 03-2934933
Your ref. :
Our ref. : (/?) in KKM 87
(735)
Date : ^  Feb. 1997
iss Hariyati S. Abdul-Majid 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU 2 5XH 
England
Dear Miss Hariyati,
RESEARCH ON PSYCHOLOGICAL ASPECTS OF CORONARY HEART DISEASES 
IN MALAYSIA
Please refer to your letter dated 2 Jan. 1997.
2 The Ministry has no objections to your request to carry out the
abovementioned research in the public hospitals in the country, provided that the 
research is carried out with the permission and support of the hospital directors of all 
the public hospitals involved in the project. In addition to this, the Ministry requires 
that -
i. informed consent be obtained from all patients involved in the project;
ii. information concerning the patients, whether obtained through interviews or 
medical records, be kept strictly confidential;
iii. permission of the respective State Medical Directors be obtained before the 
results of your research can be published; and
iv. copies of the outcome of the research be sent to the respective State 
Medical Directors and a copy to the Ministry of Health on completion of the 
project.
3 We regret to inform you that the Ministry cannot speak on behalf of the
universities and their affiliated hospitals, as well as the private hospitals, in this matter. 
You may wish to correspond directly with the directors of these hospitals concerning 
your request.
4 We hope the above information has been of use and we wish you all
the best in your endeavor.
Yours sincerely,
(DR. ABDUL. S^M OHAM M ED DIN) 
D i r e c t o r ^  /
Medical PraOTces Division
Ministry of Health, Malaysia
for Director-General of Health, Malaysia
Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom
U n iv e r s ity  o f  S u r r e y
Executive Director, i
Institute Jantung Negara, I
145 Jalan Tun Razak, i
50400 Kuala Lumpur,
M ALAYSIA. 26  February 1997
Dear Datuk Dr.,
Resem'ch on Psychological Asp&cts o f  Coronary Heart Disease h t Malaysia
Please kindly refer to the above matter.
2. I, Hariyati Shahrima Abdul Majid, a Ph.D. student in Applied H ealth  
Psychology at the University o f  Surrey, United Kingdom  would like to conduct an 
academic research on the ps>^chological aspects o f  recovery from coronary heart disease 
among Malaysian cardiac patients. I hope to conduct the research com m encing in  
August o f  1997 at LTN.
3. Among the objectives o f  the research include the following:
a) identifying psychological and social factors that are predictive o f  healthy 
readjustment from  cardiac illness and enhancement o f  quality o f  life  post­
illness am ong Malaysian patients;
b) providing information w hich will be useful to U N  primary care teams in 
identifying groups o f  cardiac patients at particular risk for further heart- 
related complications; and
c) providing information on the needs o f  particular groups o f  patients 
which can be used to  design formal cardiac rehabilitation pr ogrammes by U N  
car diac cai’e autliorities.
4. For your information, I conducted a similar research for m y M sc. project on  
psychological factors predicting participation in cardiac rehabilitation programmes at St. 
Ihom as’s Hospital in London, in  collaboration with the Greenwich Health Promotion 
Services, London last year. T he project was a part o f  the Healthy Heart Programme, 
which aimed at designing m ore effective cardiac rehabilitation programmes at various
University Telephone No: (+44) 01483 300800
London hospitals. T he results obtained and the experiences gained from  this previous 
research h i ^ g h t  the importance o f  understanding the specific psychological 
characteristics and needs o f  M alaysian cardiac patients to enable cardiac health  
authorities to improve the services provided. H en ce, I  believe that U N , as the leading 
cardiac care body in Malaysia w ould  greally benefit from  (his research as (he findings 
o f  the research will b e able to pro\nde essential information on the psychological and 
social needs o f  Malaysian patients, w hich  in turn w ill assist U N  health care 
professionals in developing cardiac intervention and rehabilitation programmes that 
tailor to the specific needs o f  U N  patients.
5. Enclosed please find a letter o f  support from  m y academic supervisor, Professor 
Sarah Hampson regarding the proposed research. Please also find a copy o f  die  
research proposal, as submitted earlier to the Departm ent o f  Psy'chology, University o f  
Surrey. The details o f  the m ethodology are subject to minor amendments, depending 
upon the feasibility o f  conducting such research at your Heart Institute..
6. I would greatly appreciate it i f  you  could provide m e with any information 
regar ding die bui eaucradc processes involved in  conducting such reseaich at U N . I 
w ould also be very grateful i f  y o u  could inform m e o f  the steps that I should take to 
ensure that the research could b e  earned out sm oothly and successfully.
7. I will provide more detailed infom iation regarding the nature o f  the research i f  
requested and/or needed. Please do not hesitate to  liaise with m e or Professor Hampson 
at the address and contact/fax num bers below.
Thank you  for your attention and cooperation. I look  forward to your response.
Yours Sincerely,
(M iss H ariyati S. A b d u l-M ajid )
Department o f  Psychology  
University o f  Surrey 
G uildford  
Surrey G U2 5X H
E N G L A N D  fax: 01483  32813
telephone: 01483 300 800 ext. 3346
Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom tJ
Director,
University Hospital,
Jalan Universiti,
46700 Petaling Jay a 
Selangor
MALAYSIA 10 March 1997
Dear Sir/Madam,
Research on Psychological Aspects of Coronary H eart Disease in 
Malaysia
Please kindly refer to the above matter.
2. I, Hariyati Shahrima Abdul Majid, a PhD student in Applied Health Psychology 
at the University of Surrey, United Kingdom would like to conduct an academic research 
on the psychological aspects of recovery from coronary heart disease among Malaysian 
cardiac patients. I hope to conduct the research commencing in August of 1997 at your 
Hospital.
3. Among the objectives of the research include the following:
a) identifying psychological and social factors that are predictive of healthy
readjustment from cardiac illness and enhancement of quality of life post­
illness among Malaysian patients;
b) providing information which will be useful to the primary care teams in
identifying groups of cardiac patients at particular risk for further heart- 
related complications; and
c) providing information on the needs of particular groups of patients
which can be used to design formal cardiac rehabilitation programmes.
4. For your information, I conducted a similar research for my Msc. project on 
psychological factors predicting participation in cardiac rehabilitation programmes at St. 
Thomas's Hospital in London, in collaboration with the Greenwich Health Promotion 
Servdces, London last year. The project was a part of the Healthy Pie art Programme, 
which aimed at designing more effective cardiac rehabilitation programmes at various 
London hospitals. The results obtained and the experiences gained from this previous 
research highlight the importance of understanding the specific psychological 
characteristics and needs of Malaysian cardiac patients to enable cardiac health 
authorities to improve the services provided. Thus, I believe that University Hospital, as 
a credible and resourceful Medical Institute will greatly benefit from this research as the 
findings will be helpful in providing essential information to UH medical heart
U niversity T e le p h o n e  No: (+44) 01483 300800
U n iv e r s ity  o f  S u r r e y
authorities on the specific psychosocial needs of UH patients. This in turn will assist the 
former in designing more effective cardiac intervention and rehabilitation programmes 
that tailor to the needs of UH heart patients.
5. Enclosed please find a letter of support from my academic supervisor, Professor 
Sarah Hampson regarding the proposed research. Please also find a copy of the research 
proposal, as submitted earlier to the Department of Psychology, University of Surrey. 
The details of the methodology are subject to minor amendments, depending upon the 
feasibility of conducting such research at your Hospital.
6. I would greatly appreciate it if you could provide me any information regarding 
the bureaucratic processes involved in conducting such research at UH. I would also be 
very grateful if you could inform me of the steps that I should take to ensure that the 
research could be carried out smoothly and successfully.
7. I will provide more detailed information regarding the nature of the research if 
requested and/or needed. Please do not hesitate to liaise with me or Professor Hampson 
at the address and contact/fax numbers below.
Thank you for your attention and cooperation. I look forward to your response.
Yours Sincerely,
(Miss Hariyati S. Abdul-Majid)
Department of Psychology 
University of Surrey 
Guildford,
Surrey GU2 5XH
ENGLAND fax: 01483 32813
telephone: 01483 300 800 ext 3346
M anaging Director,
A m pang Puteri Specialist Hospital,
N o : l ,  Jalan Mamanda 9,
Tanian D a te’ Ahmad Razali,
6 8 0 0 0  Ampang,
Selangor,
M A L A Y SIA  10 Mai'ch 1997
Dear Sir/Madam,
Research ott Psychological Aspects of Coronary Heart Disease in Malaysia
Please Idndly refer to the above matter.
2. I, Hariyati Shahrima Abdul Majid, a PhD  student in Applied Health Psychology  
at die University o f  Suixey, United Kingdom  w ould lilce to conduct an academic 
research on the psychological aspects o f  recovery from  coronary heart disease among 
Malaysian cardiac patients. I hope to conduct the research com m encing in August o f  
1997 at your Hospital.
3. A m ong the objectives o f  the research include the following:
a) identifying psychological and social factors that are predictive o f  healthy 
readjustment from  cardiac illness and enhancement o f  qualify o f  life post­
illness among M alaysian patients;
b ) providing information which will be useful to the primary care teams in 
identifying groups o f  cardiac patients at particular risk for further heart- 
related complications; and
c) providing information on the needs o f  particular groups o f  patients 
which can be used to design formal cardiac rehabilitation programmes.
4. For your information, I conducted a similar research for m y M sc. project on  
psycholo^cal factors predicting participation in cardiac rehabilitation programmes at St. 
Thom as’s Hospital in London, in  collaboration with the Greenwich Health Promotion  
Services, London last year. The project was a part o f  the Healthy Heart Programme, 
which aimed at designing more effective cardiac rehabilitation programmes at various 
London hospitals. Tlie results obtained and the experiences gained from  Üds previous 
research h i ^ g l i t  the importance o f  understanding the specific psychological 
characteristics and needs o f  Malaysian cardiac patients to enable cardiac health 
authorities to improve the services provided. Thus, I believe that APSH , as a 
resourceful Health M edical Institute will greatly benefit fi-om this research as the 
findings will be helpful in  providing essential information to  A PSH  medical heart 
authorities on the specific psychosocial needs o f  A PSH  patients. This in turn will assist
the form er in designing more effective cardiac intervention and rehabilitation 
programmes that tailor to the needs o f  A PSH  heart patients.
5. Enclosed please find a letter o f  support from  m y academic supervisor, Professor 
Sarah Hampson regarding the proposed research. Please also find a copy o f  the 
research proposal, as submitted earlier to the Department o f  Psychology, University o f  
S u n ey . The details o f  the m etliodology ai e subject to minor amendments, depending 
upon the feasibility o f  conducting such research at your Hospital.
6. I would greatly appreciate it i f  you  could provide m e any information regarding 
the bureaucratic processes involved in conducting such research at APSH . I would also 
be v e iy  grateful i f  you  could inform m e o f  the steps that I should tal<e to ensure that the 
research could be carried out smoothfy^ and s u c c e s s fu l .
7. I will pimdde more detailed infoim ation regarding tlie nature o f  the research i f  
requested and/or needed. Please do not hesitate to liaise with m e or Professor Plampson  
at the address and contact/fax numbers below.
Thank you for your attention and cooperation. I look foiw ard to your response.
Y ours Sincerely,
(M iss Hariyati S. Abdul-kdajid)
Department o f  Psychology  
T JuTversity o f  Surrey 
Guildford,
Surrey G U 2 5X H
E N G L A N D  fax; 01483 32813
telephone: 01483 300 800 ext 3346
Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom
D irector General o f  Health U î l i V C r s i t y
M inistry o f  Health M alaysia n f  1T f P V
O ffice o f  the Deputy Director General o f  Health Malaysia /
R esearch  and Technical Support
c/o Institute o f  M edical Research
Jalan Pahang
50 5 8 8  Kuala Lumpur
M A L A Y SIA  26 February 1997
D ear Dato%
R esea rch  on Psychological A sp ects o f C oronary H eart D isease  in M alaysia
P lease kindly refer to  the aforementioned matter,
I, Hariyati Shahrima Abdul-Majid, a PhD student in Applied Health Psychology at the 
Departm ent o f  Psychology, University o f  Surrey, U.K ., w ould  like seek ethical 
approval for academic research at governm ent hospitals in Malaysia. For your 
information, the objectives o f  the proposed research include the following:
i. identifying psychological and social factors that are predictive o f  healthy 
readjustment from cardiac illness and enhancement o f  quality o f  life among 
patients recovering from  CHD in Malaysia.
ii. providing information which will be useful to  the primary care teams in 
identifying groups o f  cardiac patients at particular risk o f  further cardiac- 
related heart com plications.
iii. providing information on the needs o f  particular groups o f  patients which 
can be used to design formal cardiac rehabilitation programmes in the 
respective government hospitals.
I w ould  greatly appreciate it if  my application for access to the government hospitals 
be granted. I will strictly adhere to  the medical ethical procedures involved in 
conducting the proposed research interviews.
Please inform me o f  any steps that should be taken to ensure that the research would  
be carried out according to bureaucratic procedures. I w ill provide you with details o f  
the proposed research should you request them. Please do not hesitate to contact me at 
the follow ing address for any further enquiries.
Thank you  for your attention and cooperation.
U n iversity  T e le p h o n e  N o; (+44) 0 1 4 8 3  3 0 0 8 0 0
Y ours sincerely,
M iss Hariyati Abdul-Majid
Department o f  Psychology  
University o f  Surrey 
Guildford 
Surrey G U2 7X H  
U nited Kingdom.
Tel: 00 44 (0) 1483 300 800 ext. 3346
PEJABAT TIHBAUW KETUA PENGARAH KESIHATAN MALAYSIA 
(PENYELIDIKAN l SOKONGAN TEKNIKAL)
(OFFICE OF THE DEPUTY DIRECTOR-GENERAL OF HEALTH MALAYSIA) 
(RESEARCH & TECHNICAL SUPPORT)
KEMENTERIAN KESIHATAN MALAYSIA 
(MINISTRY OF HEALTH MALAYSIA)
Alanat (Address):
d/a Institut Penyelidikan Periiiatan 
(c/o Institute for Medical Research) 
Jalan Pahang, 50588 Kuala Limpur 
MaI aysf a
Tel: 03-2989820 Fax: 03-2920675
Kauat (Cable): RESEARCH KUALA LUMPUR
M iss Hariyati Shahrima Abdul M ajid
Departm ent o f  Psychology
U niversity o f  Surrey
Guildford
Surrey GU2 5XH
EN G LA N D
Ruj. Tuan:
R u j .  Kami:  HKM/JTP/Jld, VIII (132 
Tarikh: 18 March 1997
D ear M s Hariyati,
Re: R esearch  on th e P sych o log ica l A sp ects o f  R ecovery  from  C oronary H eart
D isease  in M alaysia
Thank you for your letter dated 26 February 1997 on the above matter.
2. B efore w e can consider your application, kindly forward us the fo llow ing
docum ents for our reference:
a. Research proposal (please include questionnaire for interview)
b. Letter o f  support from the Head, Department o f  Psychology, 
University o f  Surrey
c. Curriculum vitae
Thank you.
Sincerely,
( D A ^ ’ im  M J J G A T H E S A N )
D eputyD irector General o f  Health (Research & Technical Support)
M inistry o f  Health
M alaysia
(Sila catatkan rujukai surafc ini apabila menjawab)
S ta te  Medical Director
H ospital Sultanah Aminah , Johor Bahru
Ja la n  Skudai
80100 Johor B ahru
Johor
MALAYSIA 26 March 1997
D ear Dr.,
RESEA RCH  ON PSYCHOLOGICAL ASPECTS OF RECOVERY 
AM ONG CARDIAC PATIENTS IN MALAYSIA
Please kindly refer to the aforementioned m atter.
2 . I, Hariyati Shahrim a Abdul Majid, a PhD student in Applied 
H ealth  Psychology a t the Departm ent of Psychology, University of Surrey, 
UK will be conducting an academic research on the above subject at 
various government and private hospitals in Malaysia commencing in July 
1997.
3. Upon advise from Dr. Abdul Gani Mohammed Din, Director of 
Medical Practices Division at the M inistry of Health, Malaysia, I hereby 
would like to inform you of the proposed research, the objectives of which 
include the following:
i. identifying psychological and social factors th a t are predictive 
of healthy readjustm ent from cardiac illness and 
enhancem ent of quality of life post-illness among M alaysian 
patients.
ii. providing information which will be useful to the primary 
care team s in identifying groups of cardiac patients at 
particular risk of further heart-related complications; and
iii. providing information on the needs of particular groups of 
patients which can be used to design formal cardiac 
rehabilitation programmes in the respective hospitals.
4. I would greatly appreciate it if my application for access to the 
government hospitals be granted. I will strictly adhere to the medical 
ethical procedures involved in conducting the proposed research 
interviews. Lastly, please inform me of any steps th a t need to be taken to 
ensure th a t the research would be carried out according to bureaucratic 
processes.
T hank you very much for your atten tion  and cooperation.
Yours Sincerely,
(Hariyaiti Sha!hrima"Abdul Majid)
D epartm ent of Psychology 
i  University of Surrey
Guildford 
' Surrey GU2 5XH
ENGLAND telephone: 01483 300 800 ext 3346
fax: 01483 300 803
Institut Jantung Negara Im (24S794-v >National Heart Institute
145, Jalan Tun Razak, 50400 Kuala Lumpur, Malaysia Tel: (03) 2981333 Fax: (03) 2962824
Our Réf. : B il. ( ,IS  ) dim. IJN/P/1/88
D ate : March, 1997
M iss Hariyati S. Abdul M ajid  
Department o f  P sychology  
University o f  Surrey 
Guildford  
Surrey GU2 5XH  
England
Dear M s. Hariyati,
R E S E A R C H  O N  P S Y C H O L O G IC A L  A SP E C T S O F  C O R O N A R Y  H E A R T  
D IS E A S E  IN  M A L A Y S IA
Thank you for your letter dated 26 February, 1997 regarding the above matter.
2. W e are pleased to inform  you that the M anagem ent has no objection for the
proposed research on “P sychologica l A spects o f  Coronary Heart D isease in M alaysia” 
H ow ever, w e hope you w ou ld  adhere to the guidelines set forth below
i) a copy o f  the research paper must be submitted to U N  w hen the study 
is com pleted;
ii) ■ all papers m ust be approved by the Professional A dvisory Comm ittee
and M anagem ent before publication. It should contain an 
acknow ledgem ent to U N  for perm ission granted on the publication. 
W here there is no acknowledgem ent, it w ould  be assum ed tliat the 
paper has not been cleared by  the relevant parties;
iii) papers and/or publications should not adversely affect im age o f  UN;
iv) all inform ation on patient’s records and details should be strictly 
confidential; and
v) respondents in the study m ust be voluntary, no one w ill be coerced to 
participate.
,/2
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3. We would be grateful if these guidelines be adhered to. For your information, 
currently there are studies on the Psychological aspects of Coronary Heart patients in 
UN by the Anaesthetic Department and International Islamic University. You may 
wish to discuss the matter with them before your study.
Thanic you.
Yours sincerely,
IN S T IT U T  JA N T U N G  N E G A R A  SD N . B H D .
(D A T O ’ D R . H A JJA H  N
Chief Executive
H A JI A B U  B A K A R )
cc : Y. Bhg. D ate' Dr. Mohamed Hassan Mohamed A r if f  -  P.A.C. Chairman
y . Bhg. Dato' Dr. Yahya Awang -  Head o f C ard io tho racic  Department
NAB/aa
Dato’ Dr. M. Jegathesan
Deputy Director General of H ealth (Research and Technical Support)
M inistry of H ealth
c/o Institu te  for Medical Research
Ja lan  Pahang,
50588 Kuala Lumpur
MALAYSIA 4 April 1997
Dear Dato’,
Re: Research on the Psychological Aspects of Recovery from
Coronary Heart Disease in Malaysia
I w ish to express my sincere gratitude for your letter dated 18 March 1997 
on the above m atter.
2. Enclosed please find the following documents, as requested, for your 
reference:
a. Research proposal as subm itted to the Departm ent of 
Psychology, University of Surrey (the methodology of the 
research is subjected to minor amendments, depending upon 
the feasibility of conducting the interviews w ith patients).
b. Consent form and pa tien t information sheet
c. Support letter from the Course Director/Research Supervisor,
Clinical and H ealth Psychology (for the Head of Department)
d. Previous letters to the Director, Medical Practices Division,
M inistry of Health, M alaysia on the above m atter.
e. Curriculum Vitae
3. However, I am not able to provide a copy of the final version of the 
•questionnaire to be used for the interviews as it is still being statistically 
analysed and modified. This is to ensure th a t the items selected are 
reliable and valid for use on M alaysian patien t population.
4. I would greatly appreciate it if my application for access to the 
government hospitals be granted. I will strictly adhere to the medical 
ethical procedures involved in conducting the proposed research 
interviews. Lastly, please inform me of any steps th a t need to be taken to 
ensure th a t the research would be carried out according to bureaucratic 
processes.
T hank you very much for your atten tion  and cooperation.
Yours Sincerely,
r l—L -C s
(Hariyati Shahrima Abdul Majid)
D epartm ent of Psychology 
University of Surrey 
Guildford 
Surrey GU2 5XH
ENGLAND telephone: 01483 300 800 ext 3346
fax: 01483 300 803
Y . B hg. D ato’ Dr. H ajjahN or’A ini bt. Haji Abu Bakar
C h ie f  Executive
N ation al Heart Institute
145, Jalan Tun Razalc
5 0 4 0 0  Kuala Lumpur
M A L A Y SIA . 8 April 1997
D ear Y . Bhg. D ato’ Dr. H ajjahN or’A in i,
R E S E A R C H  O N T H E  P S Y C H O L O G IC A L  A S P E C T S  O F C O R O N A R Y  
H E A R T  D IS E A SE  IN  M A L A Y S IA
I w ish  to acknowledge the receipt o f  your letter dated 29 March 1997 on the above  
matter.
2. M y sincere gratitude for the ethical approval granted by the M anagem ent o f  
U N  for the proposed research. I fiilly  understand the guidelines provided and w ill 
adhere to the bureaucratic and m edical codes outlined to the best o f  m y ability. W ith  
the access granted to the patients at your Institute, I hope that the research w ill provide  
invaluable information to cardiac team s at UN.
3. Thank you also for providing m e the information regarding other studies that 
are being conducted at U N . For your information, I have recently form ed a liaison  
w ith  En. Rahmatullah K han o f  the International Islam ic U niversity concerning both  
his and m y research, in w hich  the insights given and discussions held  have been  
helpful.
4 . P lease further inform  m e o f  any other steps that need to be taken to ensure the 
smoothrunning process o f  the research. For instance, it w ould be very helpful i f  I 
could  establish a rapport w ith a contact person(s) at U N  for the purpose o f  
consultation and/or advisem ent on matters regarding the m edical and ethical codes 
related to the research.
5. I w ill provide m ore detailed inform ation concerning the com m encem ent and 
duration o f  the research w hen able. I w ill also provide you a final copy o f  the 
questionnaire to be distributed to the patients, later, after the com pletion o f  its 
reliability and validity analyses w hich  is currently being investigated.
M y sincere appreciation again for your attention and cooperation. I look forward to 
conducting the research at UN in A ugust/Septem berl997.
Y ours Sincerely,
ÂJmÜL-MAJÏD)
Departm ent o f  P sychology  
U niversity  o f  Surrey 
G uildford  
Surrey G U2 5X H
E N G L A N D  telephone: 01483 300 800 ext 3346
fax: 01483 300 803
Institut Jantung Negara (24S794-V) 
National Heart Institute
145, Jalan Tun Razak, 50400 Kuala Lumpur, Malaysia Tel: (03) 2981333 Fax: (03) 2982824
Our R ef. : B i l . (  JO  ) dim. IJN /P/1/88
D ate : 3  April, 1997
M iss Hariyati S. Abdul M ajid BY FAX/POST
Department o f  P sychology  
U niversity o f  Surrey 
Guildford  
SuiTey GU2 5XH  
England
Dear M s. H anyati,
R E S E A R C H  O N  P S Y C H O L O G IC A L  A S P E C T S  O F  C O R O N A R Y  H E A R T  
D IS E A S E  IN  M A L A Y SIA
Your letter dated 8 April, 1997 regarding the above matter refers.
I am pleased to inform you that Y. Bhg. D ato’ Dr. M oham ed Hassan M oham ed Ariff, 
Head Department o f  A naesthesiology w ill be the contact person for the above 
research.
W e look  forward to your attachment in August/Septem ber, 1997.
Thank you.
Yours sincerely,
IN S T IT U T  JA N T U N G  N E G A R A  SDN . B H D .
f 10 ^  àUt4M
(D A T O ’ D R . H A JJA H  fSO R ^^IN LBT H A H  A B U  B A K A R ) 
C h ief Executive
cc: Y, Bhg. Dato' Dr. Mohamed Hassan Mohamed A r if f
/aa
Registered Office : No. 14, Jalan Tun Sambanthan 3, P. O. Box 12019. 50764 Kuala Lumpur, Malaysia Tel: (03) 2748900 Fax: (03) 2301108
Department of Psychology
University of.Surrey 
G uildford  
Surrey G U 2 5XH 
U n ited  K ingdom
Director 
University Hospital 
Ja lan  Universiti 
46700 Petaling Jaya  
Selangor
MALAYSIA 9 May 1997
D ear Sir/Madam,
Re: RESEARCH ON TH E PSYCHOLOGICAL A SPECTS OF
RECOVERY FROM  CORONARY HEART DISEASE IN 
MALAYSIA
Please kindly refer to my letter dated 10 M arch 1997 on the above m atter.
2. I am writing to enquire about the progress of my application to 
conduct the above research at your hospital in August 1997 until October
1997.1 would be sincerely grateful if you could provide me any 
information concerning the bureaucratic procedures involved in applying 
for the ethical approval to conduct research with UH patients.
3. Enclosed please find a copy of both my letter dated 10 March 1997 
and my supervisor’s le tter of support. Please do no not hesitate to liaise 
with me or Professor Hampson at the contact address/num ber below.
T hank you very much for your attention and cooperation.
Yours Sincerely
u V
MISS HARIYATI ABDUL-MAJID 
D epartm ent of Psychology 
University of Surrey 
Guildford
Surrey GU2 5XH telephone: 01483 300 800 ext 3346
fax: 01483 300 803
University Telephone No: (+44) 01483 300800
U n iv e r s ity  o f  S u r r e y
Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom
- U n iv e r s ity  o f  S u r r e y
Your ref: Bil (30) dlam IJN/P/1/88
Y. B hg. D a te ’ Dr. M oham m ed H assan M ohamed Ariff 
Head
Departm ent o f  Anaesthesiology  
N ational Heart Institute 
145 Jalan Tun Razak 
50400  Kuala Lumpur
M A L A Y SIA  9 May 1997
A ssalam u’alaikum w bt.,
Dear D a to ’
RESEARCH ON TH E PSYCHOLOGICAL ASPECTS O F RECOVERY 
AMONG CARDIAC PATIENTS IN MALAYSIA
Please kindly refer to  the aforem entioned matter.
2. With reference to  Y .Bhg. D a to ’ Dr. Hajjah N or’Aini’s letter dated 23 April
1 9 9 7 ,1 wou ld like to express my sincere gratitude to U N  for granting me the ethical 
approval to conduct research at U N .
3. For your information, I w ill be returning to Malaysia at the end o f  June 1997 
and wou ld like to begin  my research at U N  soon afterwards. H ence, I would be 
sincerely grateful if  I could set an appointment with you to d iscuss matters concerning 
the rules and regulations o f  conducting research interviews w ith  patients at U N , in 
addition to other relevant matters. H ence, please inform me o f  the m ost convenient 
date and time for you, for the appointment to take place.
University Telephone No: (+44) 01483 300800
T hank you very much for your attention and cooperation. I look  forward to hearing 
from  you.
W assalam .
Y ou rs Cordially,
m  SH A H R IM A  ABDUL-M AJTD)
Departm ent o f  Psychology  
U niversity o f  Surrey 
Guildford  
Surrey G U 2 5XH
E N G L A N D  teleph on e: 01483 5300  800 ext 3346
fax: 01483  532 813
HOSPITAL UNIVERSITE
UNIVERSITI MALAYA
ALAMAT: LEMBAH PANTAl. 59100 KUALA LUMPUR. MALAYSIA. 
TELEFON: 03-7564422, 03-7574422. KEBEL: UNIHOS, KUALA LUMPUR. 
FAX NO: 6-03-7562253
BIL KAMI: 
BIL TUAN:
13"^  May 1997
M iss Hariyati Abdul Majid 
Department o f Psychology  
University o f  Surrey 
Guildford  
Surrey H U2 5XH  
U nited  Kingdom.
Dear Madam,
R e: R esearch  on  the P sych olog ica l A sp ects o f R ecovery  from  
C oronary  H eart D isease  in  M alaysia
This is to acknowledge receipt o f  your application for the above study. This w ill have to 
be screened by the Hospital Ethics Com m ittee and w e w ill let you know of the outcom e 
soon.
Yours sincerely
Professor 
Director
University Hospital
Dr Anuar Zaini M ohd Zain
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Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom
U n iv e r s ity  o f  S u r r e y
Y . Bhg. D a to ’ Dr. Anuar Zaini Mohd. Zain 
D irector
University Hospital (University Malaya)
U nit Pentadbiran Am  
H ospital Universiti 
59100  Kuala Lumpur
M A L A Y SIA  22 M ay 1997
Assalam u’alaikum wbt.,
D ear D a to ’ Dr.
R e: R esearch  on th e P sychologica l A sp ects o f  R ecovery  from  C oronary H eart
D isease  in M alaysia
I w ould like to  express m y sincere gratitude for your letter dated 13 th May 1997 on 
the above matter.
2. To aid the smoothrunning o f  the screening process by the Hospital Ethics 
Com m ittee, I am enclosing a copy o f  the research proposal, along with a copy each o f  
the consent form, patient information sheet and questionnaire to  be distributed to 
future patients.
3. I w ould be sincerely grateful if  you could grant me access to  UH  cardiac 
patients. I will strictly adhere to the hospital’s ethical codes when conducting the 
research, i f  approved.
Thank you very much for your attention and co-operation. I look forward to your 
response. /
Wassalam.
University T e le p h o n e  No: (+44) 01483 300800
Y ours Cordially,
■^nuiic'U-U-y iCi j! II.<^z.-
IV U S aH A R IY A T Ï S H A H M M A  A B D U L -M A JID
Departm ent o f  Psychology  
University o f  Surrey 
Guildford  
Surrey G U2 5XH
E N G L A N D  telephone: 01483 300 800 ext 3346
fax: 01483 532813
PEJABAT T[M8AUAH KETUA PEMGARAH KESIHATAN MALAYSIA 
(PENYELiniKAN & SOKONGAM TEKMIKAL)
{OFFICE OF THE DEPUTY 1)1 RECTOR-GENERAL OF HEALTH MALAYSIA) 
(RESEARCH & TECHNICAL SUPPORT)
KEHENTERIAN KESIHATAN MALAYSIA 
(MINISTRY OF HEALTH MALAYSIA)
Alisirat (Address):
d/a Institut Penyclidikan Perubatan 
(c/o Institute for Medical Research) 
Jalan Pahang, 50588 Kuala Lumpur 
Malaysia
Tel: 03-2989820 Fax: 03-2920875
Kawat (Cable): RESEARCH KUALA LUMPUR
M iss Hariyati S'hahrima Abdul M ajid
Departm ent o f  Psychology
U niversity o f  Surrey
Guildford
Surrey GU2 5XH
ENG LA ND
Ruj. Tuan:
Ruj. Kami: JTP/KKM/P131 (3) 
Tarikh: 4 June 1997
Dear M s Hariyati,
Re: A  longitud inal S tu d y  o f  P sy ch o lo g ica l A spects o f  R eco v ery  am ong C ard iac
P atients in a S ou th east A sian  C ou n try
Ï refer to your letter dated 4 April 1997 pertaining to the above matter. I am pleased to 
inform you that the M inistry o f  H ealth M alaysia has approved your application to 
conduct the above project in  the 3 hospitals (Hospital Johore Bahru, Hospital Kuala 
Lumpur and Hospital Penang) on the condition that prior consent is obtained from the 
Directors o f  the hospitals concerned before the com m encem ent o f  the project,
2. On com pletion o f  your study, kindly subm it a report on the findings to the
M inistry o f  Health M alaysia.
Thank you.
Sincerely,
PRM  J E G A T H E S A N )
Deputy Director-General o f  H ealth M alaysia  
(Research & Technical Support)
Ministr}' o f  Health M alaysia
(SUa catatkan rujuican surat ini apahiln frc-njawnh)
Professor Amir S. Khir 
Chairman of Ethical Committee 
Division of Endocrinology 
Department of Medicine 
Faculty of Medicine 
University of Malaya 
50603 Kuala Lumpur
MALAYSIA 20 June 1997
Dear Professor,
Re: Research on the Psychological Aspects of Recovery from Coronary Heart
Disease in Malaysia
Please kindly refer to your fax on 11 June 1997 on the above matter.
Firstly, I would like to express my sincere gratitude for the ethical approval granted by UHKL 
for the aforementioned research. I will strictly adhere to the medical codes of your hospital 
when conducting the research with your patients.
Enclosed please find a copy of the questionnaire set to be given to patients which include the 
patient information sheet, informed consent form and the questionnaire itself. I hope that the 
information provided is sufficient to enable me to start the research in mid July 1997.1 will be 
in contact with the referred cardiologist at UHKL upon my return home.
1 look forward to my attachment at UHKL. Thank you for your cooperation. 
Yours sincerely.
M IS^% R IY A T I ABDUL-MAJID
ADDRESS after 24th June 1997: 4987 Jalan Inang 10
Taman Skudai Bam 
81300 Skudai 
Johor
Johor State Director of Health (Medical)
Block B, Wisma Persekutuan 
Jalan Air Molek 
80590 Johor Bahru 
Johor
MALAYSIA 20 June 1997
Dear Dr.,
Re: Research on the Psychological Aspects of Recovery among Cardiac Patients in
Malaysia: Ethical Consent
Please kindly refer to the above matter.
I have been referred to you by Dato’ Dr. M. Jegathesan, Deputy Director General of Health 
Malaysia to obtain consent from you for the above research. For your information, the Ethical 
Committee of the Ministry of Health has granted me its ethical approval to conduct research at 
your hospital on the condition that consent is obtained prior to the commencement of the 
project.
Enclosed please find a copy each of the letter concerned from Dato’ Dr. M. Jegathesan, a letter 
of support from my supervisor. Prof. Sarah Hampson and my application letter to the Ministry 
for its approval.
I would be sincerely grateful if you could provide me consent for the above research. I will 
strictly adhere to the ethical codes of your hospital in conducting the proposed study. Please 
also inform me of any further actions that I need to take to ensure that the project runs 
smoothly.
Thank you for your attention and cooperation.
Yours sincerely,
MISS HARIYATI SHAHRIMA ABDUL MAJID
Address of correspondence after 24th June 1997: 4987 Jalan Inang 10
Taman Skudai 
81300 Skudai 
Johor
tel: 07 557 6976
MBATAN KESIHATAN NEGEiU JOHOR 
I T1NGKAT4, BL0KB,
WËSMA TERSEKOTB AN,
I JALAN AIR MOLEK, 
m m , JOHOR BABBH,
 ^ NEOERI JOHOR DABLL TA*Z1M
T d a o n  : 07-2245ÏS8 
N«. Fas : 07-2232603/ 
KawM : Kesihatan Johor
Pengarah Hospital, 
H ospital Sultanah Aminah 
JOHOR BAHRU.
Puan,
Rujukan Tuan:
Rujukan Kami Bil (104)PJ, 1398 Jld. 1 
Tarikh: 27hb Jun 1997
R esearch  O n T he P sychologica l A sp ects o f  R ecovery  
A m o n g  C ardiac P atien ts in M alasia: E th ical C onsent
Adalah saya dengan hormatnya merujuk kepada perkara di atas.
2. Bersama-sama ini disertakan surat dari University o f  Surrey bertarikh 
2 0 .6 .1 9 9 7  untuk perhatian dan tindakan puan. Sehubungan dengan itu, puan adalah 
dimlnta memberi ulasan/pandangan serta persetujuan mengenainya.
Sekian, terima kasih.
“B E R K H ID M Â T  U N T U K  N E G A R A ’
Saya yang menurut perintah.
(D R . K H O O  SO O  T E C K )
Timbalan Pengarah Kesihatan (Perubatan), 
b.p. Pengarah Kesihatan Negeri, 
J O H O R
f> & i^ y M iss  Hariyati Sharima Abdul Majid, 
4987  Jalan Inang 10,
81300  SKUDAI,
JOHOR.
a:Aosp/KST/nhra.
Department of Psychology
University of Surrey 
Guildford 
Surrey GU2 oXH 
United Kingdom m
U n iv e r s i t y  o f  S u r r e y
Head
Department of Cardiology 
National Heart Institute 
145 Jalan Tun Razak
50400 Kuala T.umpur 29 July 1997
ATTENTION: Dr. Robaiyah 
Dear Dr.,
Re: RESEA RC H  ON TH E PSY CH O LO G ICA L ASPECTS O F RECO VERY
AM ONG CARDIAC PATIENTS IN  M ALAYSIA
PleaSe kindly refer to the aforementioned matter.
I liave been referred to you by Yang Berbaliagia Dato’ Dr. Mohammed Hassan Mohamed Ariff, 
Head of Department of Anaesthesiology, concerning the above research. I hope to begin the 
research by mid-July; the project should last for approximately 4 to 6 months.
Enclosed please find a copy each of my application letters for ethical approval to Yang 
Berbahagia Dato’ Dr. Hajjah Nor’Aini Haji Abu Bakar along with the research proposal.
Please inform me of any further information that I need to provide to ensure the smoothrunning 
process of the above project. I hope to be able to meet an UN cardiac authority to discuss matters 
pertaining to the methodology of the study before commencing the research
Thank you for your attention and cooperation.
Yours cordially,
4987 Jalan Inang 10 
Taman Skudai 
81300 Skudai 
Johor
lAABDUL-K'IAJID
telephone: 07 5576 976 
010 710 38.50
University Telephone No: (+44) 01483 300800
JABATAN KESIHATAN NEGERI JOHOR 
TINGKAT 4, BLOK B,
WISMA PERSEKUTUAN,JALAN AIR MOLEK, Telefon : 07-2245188
80590, JOHOR BAHRU, No. Fas : 07-2232603/
NEGERI JOHOR DARUL TA’ZIM Kawat : Kesihatan Johor
Rujnkaii Tuan:
Rujukan Kami: Bil (14 ) PJ. 1398 Jld.2 
Tarikh: 19 September 1997
Pengarah Hospital, 
Hospital Sultanah Aminah 
Johor Bahru,
P E R IN G A T A N
Puan,
R esearch O n the Psychological A spects o f  R ecovery  
A m on g C ardiac P atien ts in M alaysia
Adalah saya dengan hormatnya memjuk kepada perkara di atas dan surat pejabat 
ini BÜ ( 104) PJ. 13 98 Jld. 1 bertarikh 27.6.1997.
2. Sukacita dapat sekiranya puan mengambil tindakan mengenainya. 
Bersama-sama ini disertakan salinan surat daripada International Islamic University 
Malaysia untuk perhatian puan selanjutnya.
Sekian, terima kasih.
“B E R K H ID M A T  U N T U K  N E G A R A ”
Saya yang menurut perintah,
(DR . K H O O  SOO  T E C K )
Timbalan Pengarah Kesihatan (Perubatan) 
b.p. Pengarah Kesihatan Negeri,
J O H O R
s.k. Miss Hariyatai Sharima Abdul Majid, 
Mo. 4 Jalan keris 11/4A. SHAH ALAM,
a :shosp -pel/K ST  /ohm .
APPENDIX 4 
Study 2 Time 1 Questionnaire
Pandangan M engenai K esihatan dan Penyakit 
Perceptions of Health and Illness
HELAIAN MAKLUMAT PESAKIT 
PATIENT INFORMATION SHEET
Anda dijemput untuk mengambil bahagian di dalam kajian yang sedang 
dijalankan mengenai pemulihan daripada penyakit jantung. Kajian ini 
dikendalikan oleh Cik H ariyati Abdul Majid, seorang penuntu t Doktor Faisafah 
dari University of Surrey di England.
You are being invited to take part in a study of recovery from cardiovascular 
illness. This research is being conducted by Hariyati A bdul M ajid, who is studying  
for a PhD at the University of Surrey in England.
Tujuan kajian:
The purpose of the study:
Kami berm inat untuk m engetahui secara umumnya tentangi pandangan dan 
perasaan anda terhadap kesihatan anda, dan khususnya ke atas penyakit anda. 
Pandangan dan perasaan mungkin mempengaruhi proses pemulihan anda.
YIe are interested in the way you think and feel about health and illness in 
general, and your illness in particular. These thoughts and feelings may affect 
your recovery.
Hasil kajian ini akan digunakan untuk mem bantu pesakit-pesakit sup ay a cep at 
sembuh dan kembali kepada kehidupan asal secepat mungkin. Hasil kajian ini 
juga akan digunakan untuk memperbaiki perkhidm atan yang diberi kepada 
pesakit-pesakit semasa berada di hospital dan juga selepas pulang ke rumah.
The findings of this study w ill be used to help patients recover more quickly from 
their illness and make it easier for them to get back to normal life. The findings 
will be used to improve services for patients in hospital and after they leave.
Apa yang akan anda lakukan:
What you will he asked to do:
Sem asa anda di hospital ini, satu  tem ubual pendek akan dijalankan mengenai 
beberapa perkara. Anda juga akan diminta untuk mengisi satu  borang 
kajiselidik. Selepas kira-kira 6 bulan, anda akan dihubungi semula untuk 
ditemubua buat kali kedua.
During your stay in hospital, you w ill be given a short interview and a 
questionnaire to complete in your own time. Then, approximately 6 months from
now, you w ill be contacted again for a second short interview.
Kami juga akan m em inta kebenaran anda untuk m endapatkan m aklum at 
daripada rekod kesihatan anda untuk digunakan sebagai rujukan.
We w ill also ask your permission to collect information about your illness and
recovery from your medical records for reference purposes.
Keburukan dan kebaikan:
Risks and benefits:
Anda mungkin m erasa risau jika m aklum a t yang diberikan kepada kami akan 
disebarkan kepada orang Iain. Pandangan anda akan dirahsiakan. Ini berm akna 
bahaw a apa yang anda laporkan tidak akan disebarkan kepada yang lain, 
term asuk para doktor dan ju ruraw at bertugas. Kami akan menggunakan 
nombor kod dan bukannya nam a anda sebagai pengenalan diri di dalam rekod 
kami. Dalam laporan kami, kami akan m enyatukan kesem ua jaw apan yang 
kami kumpul sup ay a identiti anda tidak akan dikesan.
You may be anxious that what you say w ill be shared with others. Your responses 
w ill be kept strictly confidential. This means that what you say w ill not be passed  
on to anyone outside the study, including the nurses and doctors taking care of 
you. In our records, we w ill use a code number instead of your name. In reports of 
the study, we w ill combine the information fi'om everyone we are seeing so that it 
w ill be impossible to identify individuals.
Anda mungkin juga m erasa risau mengenai soalan-soalan yang akan ditanya. 
Soalan-soalan yang disediakan telah dipilih dengan teliti. J ika  anda dapati 
soalan-soalan itu tidak menyenangkan, anda tidak perlu m enjawabnya ataupun 
anda boleh menarik diri daripada kajian ini pada bila-bila m asa sahaja.
You may be concerned about the kinds of questions you w ill be asked. The 
questions have been carefully chosen, but if you should find them upsetting for any 
reason you may choose not to answer any of the questions, or to w ithdraw  from the 
study at any time.
Kajian ini adalah kajian ilmiah dan bukannya terapi. W alaubagaim anapun, 
anda mungkin akan memperoleh banyak pengalam an daripada tem ubual dan 
menjawab soalan-soalan ini. Anda juga akan dapat menolong orang lain yang 
mungkin akan m enghadapi situasi yang se r up a di m asa akan datang.
The study is part of a research project and not a therapy. However, you may find  
you learn something about yourself through the interview and answering the 
questionnaires. You w ill also have the satisfaction of knowing that you have 
helped to make a difference for future patients.
Sila kem ukakan soalan jika anda tidak memahami apa yang disoal a tau  yang 
dikehendaki.
Please ask if you have any questions.
Jika anda ingin mengambil bahagian dalam kajian ini, sila tandatangan  borang 
akuan di muka sebelah.
I f  you decide you would like to take part, then please sign the consent form on the 
next page.
TERIIVIA KASIH 
THANK YOU
BORANG PEMBERIAN KEBENARAN OLEH PESAKIT SENDIRI STANDARD CONSENT FORM WHERE THE INDIVIDUAL IS CONSENTING ON HIS/HER OWN BEHALF
Nama pesakit;
Name of patient:___________________________________________________________
Saya, HARIYATI ABDUL MAJID, Penyelidik Psikologi dari University of 
Surrey, England telah memberi maklumat kepada pesaldt tersebut di 
bawah mengenai tujuan kajian saya yang bertajuk; 
PANDANGAN MENGENAI KESIHATAN DAN PENYAKIT 
dan penama di atas telah bersetuju untuk mengambil bahagian dalam 
kajian saya ini. Saya telah memberikan kertas maklumat kepadanya dan 
telah menjawab soalan-soalan beliau.
I, HARIYATI ABDUL MAJID, Research Psychologist of the University of Surrey, 
England have fully explained to this patient the nature and purpose of the research 
project entitled:
PERCEPTIONS OF HEALTH AND ILLNESS
and she/he has consented to participate. I have given them a copy of the information 
sheet about this research and have answered her/his questions,
Tandatangan Penyelidik:
Signature of Investiga tor:_____________________________________
TARIKH (Date):
NAMA:
NAME:
Saya, (I)
dengan ini bersetuju untuk  mengambil bahagian dalam kajian ini. Saya juga 
m em benarkan rekod kesihatan saya digunakan sebagai rujukan. Tujuan kajian 
ini telah pun dim aklum kan kepada saya dan soalan-soalan saya sudahpun 
dijawab dengan sepenuhnya. Saya faham bahaw a saya boleh menarik diri pada 
bila-bila m asa Tindakan saya itu tidak akan m enjejaskan penjagaan atau 
perkhidm atan yang saya terim a sebagai seorang pesakit.
hereby consent to take part in the above investigation, the nature and purpose of which 
have been explained to me. I give my consent for my medical records to be used as 
reference. Any questions I  wish to ask have been answered to my satisfaction. I  
understand that I  may withdraw form the investigation at any stage and this will in no 
way affect the care I receive as a patient.
Tandatangan Pesakit
(Signature of Patient): ___________________
BAHAGIAN 1 
PART 1
Arahan: Kami ingin m engetahui pandangan anda terhadap dîri anda. Berdasarkan 
skala di bawah, sila nyatakan setakat mono anda bersetuju atau tidak bersetuju 
dengan setiap kenyataan berikut dalam m enggambarkan pandangan anda  
terhadap diri anda. Sila tuliskan nombor yang berpatutan di dalam petak di te pi 
kenyataan berkaitan.
Instructions: We would like to know your general feelings about yourself. Based on 
the scale given below, please indicate the extent to which you agree or disagree 
with each  of the following statements in describing your views of yourself in the box 
provided.
Skala
Scale
"4"
amat tidak setuju 
strongly disagree
tidak setuju 
disagree
tidak past! 
uncertain
setuju
agree
amat setuju 
strongly agree
1. Apabila m em pelajari sesuafu yang baru, saya m engalah Jika saya gagal 
m elakukannya.
W hen learning som ething new, I give up if I am  not successful.
2. Kegagalan m em b u a t saya berusaha den g a n  lebih keras lagi.
Failure Just m akes m e  fry harder.
3. Saya senang m engalah.
I give up easily.
4. Saya rasa saya m em punyai b eb erapa  sifat yang baik.
I feel that I have a num ber o f g oo d  qualities.
5. Jika sesuatu kelihatan sulit, saya tidak akan m encubanya  langsung.
If som ething looks com plica ted , I wilt no t even  bother to try it.
6. Saya rasa saya seorang yang berguna, sekurang-kurangnya sam a  
seperti orang lain.
I feel that I am  a person of worth, at least equal with others.
7. Saya tidak berkem am puan  untuk m en ghadap i kebanyakan masalah 
yang timbul dalam  hidup saya.
I d o  not seem  ca p a b le  o f dealing with most problems that come up in life.
CD
8. Saya fidak yakin terhadap kem am puan  diri saya untuk melakukan  
pelbaga i perkara.
I feel insecure a b o u t m y ability to do  things.
9. Jika saya tidak berjaya melakukan sesuatu perkara pertam a kalinya, saya  
akan terus m en cu b a  sehingga berjaya.
If I ca n 't do  a Job the first time, I keep  trying until I can.
10. Saya tidak akan m en cu b a  sesuatu yang baru Jika ianya kelihatan sukar.
I avoid trying to learn something new  when they look too difficult for m e.
11. Saya m am pu  m elakukan perkara sebaik yang dilakukan orang lain.
I am  able to do  things as well as most other people.
12. Kadang-kala saya m erasa tidak berguna langsung.
I certainly feel useless a t times.
13. Saya rasa saya tidak m em punyai banyak perkara yang boleh dibanggakan. 
I feel I do  not have m uch to b e  proud of.
14. Saya m engam bil sikap yang positif terhadap diri saya.
I take a positive a ttitude towards myself.
15. Pada keseluruhannya, saya cenderung merasai seperti seorang yang gagal. 
All in all, I am  inclined to feel that I am  a failure.
16. Pada keseluruhannya, saya berpuas hati den g a n  diri saya.
On the whole, I am  satisfied with myself.
Arahan: Berikut adalah kenyataan-kenyataan yang dibuat oleh orang lain 
m engenai pemulihan daripada penyakit mereka. Berdasarkan skala di atas 
(Bahagian 1), sila nyatakan sejauh manakah anda bersetuju atau tidak bersetuju 
dengan setiap kenyataan berikut dalam m enggambarkan pandangan anda  
terhadap pemulihan anda dari penyakit ini.
Instructions: Beiow are statements other people have m ade about their recovery 
from their iilness. Based on the same scale given above (Part J), please indicate the 
extent to which you agree or disagree with each statement in describing your views 
on your recovery from your illness.
1. Bagaim ana saya m en jaga  kesihatan saya terpulang p a d a  diri saya sendiri, 
bukannya p a d a  a p a  orang lain (contohnya doktor dan Jururawat) boleh 
lakukan untuk saya.
How I m a nage  m y illness depends on m e, not on what other peop le  (e.g. 
doctors and  nurses) can  do for me.
2. Terpulang p a d a  doktor dan Jururawat untuk m enentukan saya pulih dari 
penyakit ini.
It's up to the doctors and  nurses to m ake sure I recover from m y illness.
3. Apa yang saya lakukan untuk m enolong diri sendiri akan m enjamin  
kesihatan saya.
It’s what I do  to help myself that's really going to m ake all the difference.
4. Takdir Tuhon yang akan m enentukan jika saya sem buh sepenuhnya atau  
tidak.
It is G od's will that determ ines whether I fully recover from m y illness or not.
5. Saya akan pulih Jika saya m engikut arahan doktor.
Following doctors' orders will m ake m e  g e t better.
6. Terpulang p a d a  saya  untuk m em astikan agar saya pulih dengan  sebaik- 
baiknya dalam  ke a d a a n  ini.
It's up to m e  to m a ke  sure that I m ake the best recovery possible under the 
circumstances.
7. Pemulihan saya bergantung p a d a  takdir Tuhan.
My recovery d ep en d s  on G od's will.
8 Tidak kiralah b erapa  banyak pertolongan yang saya terima, akhirnya usaha
saya sendiri yang m enentukan pulihnya saya.
It doesn 't m atter how  m uch help I g e t from others, in the en d  it's m y own 
efforts that count.
9. Pakar kesihatanlah yang m em ainkan peranan yang besar dalam
m enentukan pem ulihan saya.
Health professionals largely influence how well I recover from m y illness.
} 0. Tuhan yang akan m en jaga  kesihatan saya
G od will pro tect m y health.
Arahan: Berikut adalah pandangan orang m engenai m asa hadapan mereka. 
Berdasarkan skala di atas (Bahagian 1), sila nyatakan sejauh manakah anda  
bersetuju atau tidak bersetuju dengan setiap kenyataan ini dalam menggambarkan 
perasaan dan pandangan anda m engenai m asa hadapan anda dalam masa 
setahun yang akan datang.
Instructions: Below are statements on how people view their future. Based on the 
scale given above (Part 1), please indicate the extent to which you agree or 
disagree with each statement in describing your feelings and views of your life in the 
next year or so.
2.
Saya berkeyakinan penuh terhadap m asa had a p a n  saya.
I have great faith in m y future.
Saya boleh m engharapkan lebih kegem biraan daripada kedukaan. 
I can  look forward to more g o o d  times than b a d  times.
3. Masa had a p a n  saya  kelihatan gelap.
My future seem s dark to me.
4. Saya m enunggu m a sa  hadapan  saya dengan  harapan.
I look forward to m y future with hope.
5. Tidak a d a  gunanya  saya m ahukan sesuatu kerana kem ungkinan besar saya
tidak akan m endapa tnya .
There's no use in really getting what I want b eca u se  I probably will not ge t it.
6. Apabila melihaf ke arah m asa depan , saya m enjangka yang saya akan  
lebih gem bira dari sekarang.
W hen I look a h ea d  in the future, I exp e c t I will b e  happier than now.
7. Saya tidak berharap untuk m endapa tkan  apa  yang saya m ahu.
I d o n 't exp ec t to g e t what I really want.
8. A pa  yang kelihatan p a d a  m asa d ep a n  saya hanyalah kedukaan  bukannya  
kegem biraan.
All I can  see a h ea d  o f m e  is unpleasantness rather than pleasantness.
9. Pada m asa akan datang, saya berharap untuk berjaya di dalam  perkara 
yang saya ambil berat.
In the future, I e xp e c t to su c c e e d  in w hat concerns m e  most.
10. Lebih baik saya m engalah  kerana saya tidak d a p a t m em perbaiki keadaan  
diri saya.
I might as well give up b eca u se  I ca n 't m ake things better for myself.
BAHAGIAN 2 
PART 2
Arahan: Ada banyak cara untuk m enghadapi kesulltan hidup. Kami ingin 
m engetahui cara anda m enghadapi masalah dan tekanan yang timbul dalam hidup 
anda. Berdasarkan skala di bawah, sila nyatakan sejauh manakah setiap kenyataan 
di bawah ini m enggam barkan cara anda mengendalikan masalah dan tekanan  
tersebut.
Instructions: There are m any ways to dea l with difficulties in life. We are interested in 
how you respond to the difficult or stressful events in your life. Based on the scale 
given below, please indicate the extent to which each of the following statements 
describes your actions when you confront such problems.
“1” never
fidak pernah
“2" jarang 
seldom
“3” tidak pasti 
uncertain
“4" kadang-kadang  
sometimes
“5 ” sentiasa 
often
Saya memikirkan cara yang ferbaik dalam  m engendalikan masalah itu. 
I think abou t how I m ight best handle the problem.
2. Saya ferasa banyak gangguan  perasaan dan m endapa fi saya sering
m eluahkan perasaan tersebut
I feel a lot o f em otional distress and  I find myself expressing those feelings 
a  lo t
3. Saya m engalah da lam  usaha saya untuk m endapatkan  a p a  yang saya
hajati.
I give up the a ttem p t to g e t what I w a n t
4. Saya m endapa tkan  ketenangan  dalam  a g am a  saya.
I find com fort in m y religion.
5. Saya berkata p a d a  diri sendiri, "ini tidak benar".
I say to myself "this isn't real”.
6. Saya m enum pukan usaha saya dalam  m engendalikan masalah itu.
I concentra te m y efforts on doing som ething abou t it
7. Saya m engaku p a d a  diri sendiri bahaw a  saya tidak boleh m enghadap i
masalah itu dan terus berhenti m encuba .
I adm it to myself tha t I c a n ’t dea l with the problem and  quit trying.
8. Saya cu b a  m endapa tkan  sokongan emosi daripada keluarga dan  sahabaf-
handai saya.
I try to g e t em otional support from m y family and  friends.
9. Saya m em biasakan diri d en g a n  kenyataan bahaw a ianya telah berlaku.
I g e t used to the idea  that if has happened .
10. Saya m em b u a t perancangan  tindakan.
I m ake a plan o f action.
11. Saya m em ohon  pertolongan Tuhan.
I seek G od's help.
12. Saya enggan  m em percaya i bahaw a ianya telah berlaku.
I refuse to believe tha t it has h a p p en ed .
13. Saya terus m engalah dalam  m en ca p a i m atlam at saya.
I Just give up trying to  reach m y goal.
14. Saya m enerim a hakikat bahaw a  ianya telah terjadi dan  tidak boleh diubah. 
I a c c e p t that this has h a p p e n e d  and  it ca n 't b e  changed .
15. Saya berbincang d en g a n  seseorang m engena i perasaan saya.
I talk to som eone a b o u t how I feel.
16. Saya melakukan perkara yang pa fu f dilakukan, langkah dem i langkah.
I do  what has to b e  done, o n e  thing a t a  time.
17. Saya m eletakkan kepercayaan  saya p a d a  takdir Tuhan.
I pu t m y trust in G od 's will.
18. Saya berpura-pura ianya tidak terjadi.
I pretend that it hasn 't really h a p p en ed .
}9. Saya berfanya k e p a d a  orang lain yang m enghadap i p enga lam an  yang  
sam a a p a  yang m ereka lakukan.
I ask p eo p le  with similar experiences w hat they did.
20. Saya berfikir secara m endalam  m engena i langkah-langkah yang perlu 
diambil.
I think hard abou t w hat steps to take.
21. Saya m engurangkan usaha saya dalam  m engatasi m asalah tersebut.
I reduce the am oun t o f effort I’m putting into solving the problem.
22. Saya beribadat lebih dari biasa.
I pray m ore than usual.
23. Saya berlagak seperti ianya tidak pun terj’adi.
I a c t as though it hasn 't h appened .
24. Saya m engam bil langkah langsung dalam  m engatasi masalah itu.
I take direct action to solve the problem.
Arahan: Kenyataan-kenyataan di bawah mungkin m enggambarkan perasaan anda  
sem enjak hari pertama anda berada di hospital ini. Berdasarkan skala di atas 
(Bahagian 2), sila nyatakan sejauh manakah setiap kenyataan menggambarkan  
keadaan diri anda sem asa berada di hospital.
Instructions: The foiiowing statements m ay describe how you have been feeling since 
your first day in the hospital. Based on the scale given above (Part 2), please 
indicate the extent to which each statement describes your condition in the hospital.
Saya m erasa cem a s dan resah.
I feel tense and uneasy.
Soya merasa ketakufan seperti a d a  perkara buruk yang akan berlaku. 
I feel frightened, as if something awful is about to happen .
Saya masih boleh merasa terhibur den g a n  perkara-perkara yang 
m enggem birakan saya (spf. m em b a ca )
I still enjoy the things that have always m a d e  m e  happy (e.g reading) r j
4. Perkara-perkara yang  m em bim bangkan  berada di fikiran saya. 
Worrying thoughts g o  through m y mind.
5. Saya merasa kecu t perut.
I g e t a sort o f frightened feeling like butterflies in the stom ach.
6. Saya m erasa senang  dan tenang.
I am  a t ease  and fee l relaxed.
7. Saya merasa resah seperti saya sepatutnya m elakukan sesuatu. 
I feel restless as if I h a ve  to b e  on the m ove.
6. Saya merasa cem a s dengan  tiba-tiba. 
I g e t sudden  feelings o f panic.
9. Saya m erasa gembira. 
i feel cheerful.
10. Saya rasa saya fidak sepanfas dahulu. f 1
I feel as if I have slowed down. '------- '
J J. Saya boleh kefaw a dan  melihaf kelucuan disebalik perkara-perkara yang
berlaku.
I can  laugh and  see  the funny side o f things.
12. Saya m enunggu d en g a n  kegem biraan untuk m elakukan berbagai perkara. 
I look forward with en joym ent to things.
BA H A G IA N  3  
PARTS
Berikut a d a la h  soa lan -soa lan  m e n g e n a i p a n d a n g a n  d a n  p era sa a n  a n d a  
m e n g e n a i kesiha tan  anda.
Following are questions o n  your view s a n d  feelings a b o u t  your health .
P a d a  p a n d a n g a n  a n d a , a p a k a h  p u n c a  a ta u  s e b a b n y a  a n d a  ja tuh  sakit?  
In your view , w h y  d o  y o u  think yo u  fell ill?
A p a k a h  y a n g  a ka n  lakukan  un tuk  kem ba li pulih?  
W h a t are yo u  g o in g  to  d o  to  g e t  b e tte r?
Pada p a n d a n g a n  a n d a , a d a k a h  p e ru b a ta n  tradisiona! b erkesa n  d a la m  
m em ulihkan  a n d a  dari se su a tu  p e n y a k it?  A d a k a h  ianya  b erkesa n  u n tuk  
m em ulihkan  p e n y a k it a n d a  seka ra n g ?  M e n g a p a ?
In your  views, is traditional m e d ic a tio n  e f fe c t iv e  in trea ting  a n  illness? Is it 
e f fe c t iv e  in trea ting  your illness? W hy or w h y  no t?
MAKLUMAT LATARBELAKANG 
SOCIODEMOGRAPHIC INFORMA TION
Umur;
A ge:
tahun 
.years
Jantina: Lelaki Perempuan \
G ender: M ale F em ale J
Bangsa: Melayii ------- ' Cina
E thnicity: M a la y J C hinese
India >
Indian
Agama: Islam /  .. •S
R elig ion: Islam L — ^
Hindu (  ' '
H induism '------—
Tiada r — ^
None '
Adakah anda: Berkahvvin .... — \
A re  you : M a rried - '
Bercerai f — 1D ivo rced I
Lain-lain (sila nyatakan) 
O th ers (please Indicate)
Janda/Duda
W idow ed
Bujang
Single
K ristian r
C hristian ity -^----------
Buddha  ^ -...
Buddhism '-----------
Lain-lain ------------
O thers
Adakah anda masih bekerja? 
A re  yo u  curren tly em ployed?
YA
YES
. . . . TIDAIC
NO J
Jika YA, sila nyatakan pekeijaan anda: 
I f  YES, p le a se  ind ica te  yo u r occupation:
Jika TIDAK, sila nyatakan pekeijaan terakhir anda: 
I f  NO, p le a se  indicate yo u r  la s t occupation:
APPENDIX 5 
Correlation table of psychological constructs at Time 1
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APPENDIX 6 
Study 3 Time 2 Questionnaire
Pandangan terhadap Kesihatan dan Penyakit 
HELAIAN MAKLUMAT PESAKIT
Anda dijemput untuk mengambil bahagian di dal am kajian yang sedang dijalankan mengenai pemulihan 
daripada penyakit jantung. Kajian ini dikendalikan oleh Cik Hariyati Abdul Majid, seorang penyelidik 
dalam bidang Psikologi Kesihatan dari University of Surrey di England dengan kerjasama Dr. Gob 
Khiam Yan, Pakar Kardiologi di Hospital Sultanah Aminah Johor Bahru.
TUJUAN KAJIAN:
Kami berminat untuk mengetahui secara umumnya tentang penyakit dan perasaan anda terhadap 
kesihatan anda dan Ichususnya ke atas penyakit anda. Pandangan dan perasaan anda mungkin 
mempengaruhi proses pemulihan anda.
Hasil kajian ini akan digunakan untuk membantu pesakit-pesakit supaya cepat sembuh dan kembali 
kepada kehidupan asal secepat mungkin. Hasil kajian ini juga akan digunakan untuk memperbaiki 
perkhidmatan yang diberi kepada pesakit-pesakit semasa berada di hospital dan juga selepas pulang ke 
rumah.
APA YANG AKAN ANDA LAKUKAN:
Anda hanya perlu mengisi borangkaji selidik yang dilampirkan. Setelah selesai, anda dikehendaki 
menghantamya melalui pos di dalam sampul surat berstem yang telah disediakan.
KEBURUKAN DAN KEBAIKAN:
Anda mungkin merasa risau jika maklumat yang diberikan kepada kami akan disebarkan kepada orang 
lain. Pandangan anda akan dirahsiakan. Ini bermakna bahawa apa yang anda laporkan tidak akan 
disebarkan kepada orang lain, termasuk para doktor dan jururawat yang bertugas. Kami akan 
menggunakan nombor kod dan bukannya nama anda sebagai pengenalan diri di dalam rekod kami. 
Dalam laporan kami, kami akan menyatukan kesemua jawapan yang kami kumpul supaya identiti anda 
tidak akan dikesan.
Anda mungkin juga merasa risau mengenai soalan-soalan yang akan ditanya, Soalan-soalan yang 
disediakan telah dipilih dengan teliti. Jika anda dapati soalan-soalan itu tidak menyenangkan, anda tidak 
perlu menjawabnya ataupun anda boleh menarik diri daripada kajian ini bila-bila masa sahaja.
Kajian ini adalah kajian ilmiah dan bukannya terapi. Walaubagaimanapun, anda mungkin akan 
memperoleh banyak pengalaman menjawab soalan-soalan ini. Anda juga akan dapat menolong orang 
lain yang mungkin akan menghadapi keadaan yang serupa di masa akan datang.
Jika anda ingin mengambil bahagian, sila isi borang kajiselidik berikut.
Terima kasih atas kerjasama anda.
BAHAGIAN I
ARAHAN: Kenyataan-kenyataan berikut mungkin menggambarkan pengalaman anda 
semenjak keluar dari hospital. Berdasarkan skala di bawah, sila nyatakan sejauh manakah anda 
tnengalami keadaan sedemikian semenjak keluar dari hospital.
“0” tidak benar 
“1” kadang-kadang
ya, benar
1. Saya lebih kerap baring pada waktu siang untuk berehat.
2. Saya terlelap apabila duduk,
3. Saya kurang melakukan kerja-kerja harian di rumah.
4. Saya tidak melakukan kerja-kerja berat di rumah.
5. Saya kurang makan berbanding selalunya.
6. Saya makan makanan khas seperti makanan yang kurang garam
dan rendah lemak.
7. Saya langsung tidak bekerja.
8. Saya lebih banyak melaloikan perkara-perkara yang tidak
aktif sekarang berbanding dahulu.
9. Saya berdiri hanya untuk seketika waktu sahaja.
10. Saya merasa amat kekok apabila bergerak.
11. Saya melakukan kerja-kerja rumah sekejap sahaja; saya 
lebih banyak berehat.
12. Saya sentiasa berbaring di atas katil.
13. Saya tidak banyak bergerak dari satu bilik ke bilik yang lain apabila
berada di rumah.
14. Saya tidak lagi berjalan jauh dan sentiasa berhenti untuk berehat.
15. Saya jarang keluar untuk menziarahi orang lain.
16. Saya kurang menghadiri aktiviti sosial bersama orang-orang 
lain.
17. Saya tidur tidak selena dahulu,
18. Saya kerap berjaga sepanjang malam.
19. Saya merasa risau untuk melakukan hubungan jenis dengan 
suami/isteri saya.
20. Saya boleh melakukan hubungan romantik dengan suami/isteri saya
seperti biasa.
BAHAGIAN II
ARAHAN: Perkara-perkara berikut adalah berkaitan dengan pengalaman seharian seseorang 
individu. Berdasarkan skala di bawah, sila nyatakan sejauh manakah anda berpuas hati dalam 
setiap aspek kehidupan anda sekarang.
1.
2 .
3.
4.
5.
6 . 
7.
e« jj? 
" 2 "  
“3 ”«4«
«5«
langsung tidak berpuas hati 
kurang berpuas hati 
tidak past! 
berpuas hati 
amat berpuas hati
Kehidupan dan pengalaman sosial.
Kehidupan dan pengalaman bersama keluarga.
Hobi dan rekreasi.
Pendidikan dan aktiviti intelek.
Pengalaman hidup seharian (seperti kerja).
Hubungan romantik dan seksual bersama suami/isteri. 
Harapan untuk masa hadapan.
BAHAGIAN III
ARAHAN: Kenyataan-kenyataan di bawah mungkin menggambarkan perasaan anda semenjak 
anda keluar dari hospital Berdasarkan skala di bawah, sila nyatakan sejauh manakah anda 
mengalami perasaan tersebut.
« tîdak pernah
“2” jarang
“3” tidak past:“4” kadang-kadang
“5” selalu
1. Saya merasa cemas dan resah.
2. Saya merasa ketakutan, seperti ada perkara buruk yang akan berlaku.
3. Saya masih boleh merasa terhibur dengan perkara-perkara yang 
menggembirakan saya.
4. Perkara-perkara yang membimbangkan berada di fikiran saya.
5. Saya merasa kecut perut.
6. Saya merasa senang dan tenang.
7. Saya merasa resah seperti saya sepatutnya melakukan sesuatu.
8. Saya merasa cemas dengan tiba-tiba.
9. Saya merasa gembira.
10. Saya rasa saya tidak sepantas dahulu.
11. Saya boleh ketawa dan melihat kelucuan di sebalik perkara-perkara 
yang berlaku.
12. Saya menunggu dengan kegembiraan untuk melakukan pelbagai perkara.
13. Saya sudah hilang minât terhadap rupa dan peravvakan saya.
14. Saya boleh terasa terhibur melakukan perkara-perkara yang biasa saya 
lakukan seperti berborak dengan ahli keluarga.
L
ARAHAN: Ada banyak cara untuk menghadapi sesuatu masalah kesihatan atau penyakit. Kami 
ingin mengetahui cara anda mengendalikan kesulitan berkaitan dengan penyakit anda.
Berdasarkan skala yang sama seperti di atas (Bahagian III), sila nyatakan sejauh manakah anda 
menggunakan cara-cara berikut di dalam menghadapi masalah-masalah tersebut.
1. Saya memikirkan cara yang terbaik dalam mengendalikan masalah itu.
2. Saya terasa banyak gangguan perasaan dan mendapati saya sering 
meluahkan perasaan tersebut.
3. Saya mengalah dalam usaha saya untuk mendapatkan apa yang saya mahu.
4. Saya mendapatkan ketenangan dalam agama saya.
5. Saya berkata pada diri sendiri “ini tidak benar.”
6. Saya menumpukan usaha saya dalam mengendalikan masalah itu.
7. Saya mengaku pada diri sendiri bahawa saya tidak boleh menghadapi 
masalah itu dan terus berhenti mencuba.
8. Saya cuba untuk mendapatkan sokongan emosi daripada keluarga dan 
sahabat-handai saya.
9. Saya membiasakan diri dengan kenyataan bahawa ianya telah berlaku.
10. Saya membuat perancangan tindakan.
11. Saya memohon pertolongan Tuhan.
12. Saya enggan mempercayai bahawa ianya telah berlaku.
13. Saya terus mengalah dalam mencapai matlamat saya.
14. Saya menerima hakikat bahawa ianya telah berlaku dan tidak boleh 
diubah.
15. Saya berbincang dengan seseorang mengenai perasaan saya.
16. Saya melakukan perkara yang patut dilakukan, langkah demi langkah.
17. Saya meletakkan kepercayaan saya pada takdir Tuhan.
18. Saya berpura-pura ianya tidak terjadi.
19. Saya bertanya kepada orang lain yang menghadapi pengalaman yang 
sama apa yang mereka lakukan.
20. Saya berfikir secara mendalam mengenai langkah-langkah yang perlu 
diambil.
C
21. Saya mengurangkan usaha saya dalam mengatasi masalah tersebut.
22. Saya beribadat lebih dari biasa.
23. Saya berlagak seperti ianya tidak pun terjadi.
24. Saya mengambil langkah langsung dalam mengatasi masalah tersebut.
ARAHAN: Berikut adalah pandangan orang terhadap masa hadapan mereka. Berdasarkan 
skala yang sama seperti di atas (Bahagian III), sila nyatakan sejauh manakah anda bersetuju 
atau tidak bersetuju dengan setiap kenyataan dalam menggambarkan perasaan dan pandangan 
anda mengenai masa hadapan anda.
1. Saya berkeyakinan penuh terhadap masa hadapan saya.
2. Saya boleh mengharapkan lebih kegembiraan daripada kedukaan.
3. Masa hadapan saya kelihatan gelap.
4. Saya menunggu masa hadapan saya dengan harapan.
5. Tidak ada gunanya saya mahukan sesuatu kerana kemungkinan besar 
saya tidak akan mendapatnya.
6. Apabila melihat ke arah masa depan, saya menjangka yang saya 
akan lebih gembira dari sekarang.
7. Saya tidak berharap untuk mendapatkan apa yang saya mahu.
8. Apa yang kelihatan pada masa depan saya hanyalah ketidaksenangan 
bukannya kesenangan.
9. Pada masa akan datang, saya berharap untuk berjaya di dalam perkara yang 
saya ambil berat.
10. Lebih baik saya mengalah kerana saya tidak dapat memperbaiki keadaan 
diri.
BAHAGIAN IV
ARAHAN: Soalan-soalan berikut bertanyakan mengenai kehidupan anda selepas keluar dari 
hospital. Sila jawab soalan-soalan berikut di tempat yang disediakan.
l.Pada pandangan anda, apakah punca utama anda menghidap penyakit jantung?
2a. Bolehkah anda tidur nyenyak pada waktu malam semenjak keluar dari hospital? 
Ya Tidak
b. Jika Ya, secara kasar, berapa jamkah anda dapat tidur nyenyak pada waktu malam?
antara 1 - 4 jam 
antara 5 - 8 jam 
9 jam atau lebih
c. Jika Tidak, sila nyatakan sebabnya.
3a. Semenjak keluar dari hospital, adakah anda mendapatkan cara perubatan yang lain (seperti 
perubatan tradisional) selain daripada perubatan yang disediakan oleh doktor anda?
Ya Tidak
b. Jika Ya, sila nyatakan cara perubatan tersebut.
c. Jika Ya, adakah cara perubatan tersebut berkesan dalam memulihkan penyakit anda? 
Ya Tidak
4a. Adakah anda melakukan senaman semenjak keluar dari hospital? 
Ya Tidak
b. Jika Ya, sila nyatakan jenis senaman tersebut.
c. Jika Ya, berapa kerapkah anda melakukan senaman?
3 kali atau lebih dalam seminggu 
2 kali dalam seminggu 
sekali dalam seminggu
d. Jika Ya, berapa lamakah anda melakukan setiap sesi senaman?
lebih dari 30 minit 
antara 20 - 30 minit 
kurang dari 20 minit
5a. Sudahkah anda menukar cara pemakanan anda semenjak keluar dari hospital? 
Ya Tidak
b. Jika Ya, sila nyatakan cara pemakanan anda sekarang.
6a. Adakah anda merokok sebelum mengalami penyakit jantung?
TidakYa
b. Jika Ya, berapa batang rokok sehari?
c. Jika Ya, adakah anda masih merokok? 
Ya Tidak
d. Jika Ya, berapa batang rokok sehari?
7a. Sudahkah anda pulang bekerja? 
Ya Tidak
b. Jika Ya, berapa lama selepas keluar dari hospital anda memulakan kerja anda kembali?
8a. Adakah anda tahu mengenai program pemulihan jantung yang disediakan oleh pihak 
hospital?
Ya Tidak
b. Jika Ya, adakah anda menyertai program tersebut? 
Ya Tidak
c. Jika Tidak, sila nyatakan mengapa.
INSTRUCTIONS: The following statements may describe the experiences for the past 
month. Based on the scale below, please indicate whether you have experienced these 
thoughts, feelings and behaviours.
1 .
2 .
3.
4.
5.
6 . 
7.
9.
10 . 
11 .
12 .
13.
14.
15.
16.
17.
18.
19.
20 .
“0” No, not at all 
“1” Sometimes
Yes, all of the time
spend much of the day lying down in order to rest, 
sit around half asleep.
am doing less of regular daily work around the house, 
am not doing any heavy work around the house, 
am eating much less than usual.
am eating special or different foods (e.g. low salt, low fat), 
am not working at all.
am doing more inactive pastimes in place of my other 
usual activities.
stand only for short periods of time.
am very clumsy in body movements.
do work around the house only for short periods of 
ime or rest often,
am staying in bed most of the time, 
stay within one room, 
walk shorter distances or stop to rest often, 
am going out less often to visit people, 
am doing fewer social activities with groups of people, 
do not sleep as well as I used to. 
lie awake most of the time throughout the night, 
am worried about having sex with my spouse, 
make love to my spouse as often as I used to.
Instructions: The following areas summarise the typical experiences that occur in daily 
living for the past month. Please rate the extent to which your life is fulfilling or satisfying in 
each o f the stated area.
“ 2 ”
“3”«45J
“5”
not satisfying 
quite satisfying 
uncertain 
satisfying 
very satisfying
1) Social life and experiences
2) Family life and experiences
3) Hobbies and recreational experiences
4) Educational and intellectual experiences
5) The experiences of daily living (e.g. work)
6) Romantic and sexual experiences with spouse
7) Expectations and hopes for the future
INSTRUCTIONS: The following statements may describe how you have been feeling for 
the past month. Based on the scale given above, please indicate the extent to which you 
experience these feelings.
never
“2” seldom
“3” uncertain«4” sometimes
“5” often
1. I feel tense and uneasy.
2. I feel frightened, as if something awful is about to happen.
3. I can still enjoy the things that have always made me happy.
4. Worrying thoughts go through my mind.
5. I get a sort of frightened feeling like butterflies in the stomach.
6. I am at ease and feel relaxed.
7. I get sudden feelings of panic.
8. I feel cheerful.
9. I feel as if I have slowed down.
10. I can laugh and see the funny side of things.
11 I look forward with enjoyment to things.
14. I can enjoy little things like chatting with my family or 
reading.
INSTRUCTIONS: There are many ways o f dealing with an illness. We are interested in 
how you respond to your illness. Based on the same scale given above, please indicate the 
extent to which each of the following statements describes how you are dealing with your 
illness.
1. I think about how I might best handle this illness.
2. I feel a lot of emotional distress and find myself expressing 
those feelings a lot.
3. I find comfort in my religion.
4. I try to get emotional support from my family and friends.
5. I seek God’s help.
6. I talk to someone about how I feel.
7. I do what has to be done, one thing at a time.
8. I put my trust in God.
9. I ask people with similar experiences what they did.
10. I think hard about what steps to take.
11. I seek advise and support from others about what steps to take.
12. I pray, sometimes more than usual.
13. I seek God’s help by praying.
14. I take a direct action to recover from my illness.
INSTRUCTIONS: Below are statements on how people view their future. Based on the 
scale given below, please indicate the extent to which you agree or disagree with each 
statement in describing your feelings and views o f your life in the next year or so.
strongly disagree 
disagree 
uncertain 
agree
strongly agree
1. I have great faith in the future.
2. I can look forward to more good times than bad times.
3. My future seems dark to me.
4. I look forward to my future with hope.
5. There’s no use in really getting what I want because I probably 
will not get it.
6. When I look ahead in the future, I expect I will be happier than now.
7. I don’t expect to get what I want.
8. All I can see ahead of me is unpleasantness rather than 
pleasantness.
9. In the future I expect to succeed in what concerns me most.
10.1 might as well give up because 1 can’t make things better for 
myself.
Instructions: The following questions ask about your experiences since your discharge from 
the hospital. Please answer the following questions and tick /  accordingly in the space 
provided.
In your opinion, what was the main cause of your heart problem?
Have you been able to sleep well at night since your discharge from the hospital?
Yes n No
On average, how many hours of sleep per night have you been able to get?
none (
between 1 -4 hours 
between 5-8 hours (
9 hours or more f
Since your discharge from the hospital, have you sought any other forms of treatment 
(alternative treatment) apart from the ones prescribed by your doctor?
Yes No
Please state the kind of treatment you have sought and received.
Do you think that the alternative treatment is effective in treating your illness?
f------'Yes No
Do you exercise at all since you were discharged from the hospital?DYes No
If Yes, what kind(s) of exercise do you do?
How often do you exercise?
More than 3 times per week 
Twice per week 
Once a week
How long does each exercise session last?
More than 30 minutes  ^ j
Between 20-30 minutes 
Less than 20 minutes
u
Have you changed your diet since you were discharged from the hospital? 
Yes No
Are you working?
Yes No L J
If Yes, approximately how long after your discharge from the hospital did you return to 
work?
Are you aware of the rehabilitation programme provided by the hospital? 
Yes No L J
If Yes, did you attend the rehabilitation programme?
Yes No rI J L _
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Correlation table of psychological constructs at post-hospitalisation
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APPENDIX 9 
Study 5 Questionnaire
Tarikh/Z)rtte:__________  KoA! Code:
PANDANGAN TENTANG KESIHATAN 
DAN PENYAKIT 
PERCEPTIONS OF HEALTH AND ILLNESS
ARAHAN UNTUK BORANG KAJI SELIDIK 
QUESTIONNAIRE INSTRUCTIONS
Tujuan kajian ini adalah untuk memahami pandangan anda terhadap kesihatan anda 
secara umum dan juga pandangan anda mengenai dua jenis penyakit.
The purpose o f  this study is to look at how you think about your health in general and 
your perceptions o f two types o f illness.
Berikut adalah satu siri borang kajiselidik untuk diisi. Pada borang kajiselidik ini, ada 
terdapat arahan bagi setiap bahagian. Sila jawab mengikut arahan yang diberikan. 
Apabila anda sudah mengisi borang ini, sila kembalikannya kepada penyelidik.
The following is a questionnaire fo r  you to complete. Each section o f the 
questionnaire has its own instructions. Please respond according to the instructions 
given. Once you have completed the questionnaire, please return it to the researcher.
Kami memberi jaminan bahawa pandangan anda akan dirahsiakan. 
We ensure that your responses will be kept strictly confidential.
Terima kasih atas penyertaan anda. 
Thank you fo r  your cooperation.
ARAHAN: Kami ingin tahu tentang pandangan anda berkenaan penyakit jantung. Berdasarkan skala di bawah, 
sila nyatakan sejauh manakah anda bersetuju atau tidak bersetuju dengan kenyataan-kenyataan berikut mengenai 
penyakit jantung. Sila tulis nombor yang bersesuaian di dalam kotak yang berkenaan.
IN S T R U C T IO N S : We are in terested  in yo u r  own p erso n a l view s o f  how yo u  p erce ive  coronary h eart disease. 
B ased  on the sca le  below, p lease  indicate the extent to which you  agree or d isagree  with each o f  the fo llo w in g  
sta tem ents about h eart d isease.P lease write the appropria te  num ber in each o f  the boxes provided .
‘r
amat tidak setuju 
stro n g ly  d isagree
tidak setuju 
disagree
tidak pasti 
uncertain
setuju
agree
amat setuju 
s tron g ly  agree
1. Kuman atau virus ialah penyebab penyakit jantung.
A germ  or virus causes heart disease
2. Pemakanan memainkan peranan yang besar dalam mengakibatkan penyakit jantung. 
D ie t p la y s  a m ajor role in causing heart disease.
3. Penyakit jantung terjadi disebabkan takdir Tuhan.
Heai't d isease is caused by the w ill o f  God.
4. Penyakit jantung ialah penyakit ketumnan - ianya tu run temurun dalam keluarga. 
H eart d isease is h ered ita iy  - it runs in the fam ily .
5. Seseorang itu boleh mendapat penyakit jantung secara kebetulan.
It is ju s t  by chance that one gets heart disease.
6. Tekanan adalah faktor penting dalam menyebabkan penyakit jantung.
S tress is a m ajor fa c to r  in causing heart disease.
7. Orang lain berperanan besar dalam menyebabkan penyakit jantung.
O ther p eo p le  p la y  a large ro le in causing heart disease.
8. Penyakit jantung disebabkan oleh kurang penjagaan kesihatan.
H eart d isease is caused by p o o r  m edical care.
9. Keadaan mental seseorang memainkan peranan yang besar dalam menyebabkan 
penyakit jantung.
O ne's s ta te  o f  m ind p lays a m ajor p a rt in causing heart disease.
10.Merokok memainkan peranan yang besar dalam menyebabkan penyakit jantung. 
Sm oking p la ys a large role in causing heart disease.
11.Penyakit jantung boleh disebabkan oleh kurang senaman.
H eart disease can be caused by  lack o f  exercise.
12. Penyakit jantung akan berlanjutan untuk seketika waktu. 
H eart d isease w ill last a short time.
13. Penyakit jantung berkemungkinan kekal, bukannya untuk sementara waktu. 
H eart d isease is likely to be perm anent ra ther than tem porary.
14. Penyakit jantung akan berlanjutan untuk jangkamasa yang panjang.
H eart d isease w ill last a long time.
15. Penyakit jantung ialah penyakit yang serins.
H eart d isease  is a serious cofidition.
16. Akibat penyakit jantung ke atas kehidupan pengidapnya adalah besar.
H eart d isease has m ajor consequences on one's life.
17. Penyakit jantung senang ditanggung oleh pengidapnya.
H eart d isease  is easy to live with.
18. Penyakit jantung tidak memberi kesan yang besar ke atas kehidupan seseorang. 
H eart d isease  does not a jfect one's life much.
19. Penyakit jantung mempengaruhi pandangan orang lain terhadap pengidapnya. 
H eart d isease strongly  affects the w ay others see the patien t.
20. Penyakit jantung mengakibatkan masalah ekonomi dan kewangan yang serins. 
H eart d isease  has serious econom ic and fin an cia l consequences.
21. Penyakit jantung mempengaruhi pandangan pesakit terhadap dirinya.
H eart d isease strongly  affects the w ay the pa tien t sees her/himself.
22. Diberi masa, penyakit jantung boleh dipulihi.
H eart d isease  can be cured in time.
23. Ada banyak cara pesakit boleh mengawal gejala-gejala penyakit jantung.
There is a lo t which a pa tien t can do to con trol his/her symptoms.
24. Tidak banyak yang boleh dilakukan untuk pulih daripada penyakit jantung. 
There is v e ty  little  that can be  done to ittiprove heart disease.
25. Penyakit jantung boleh dirawati.
H eart d isease  can be treated.
26. Pemulihan daripada penyakit jantung banyak bergantung kepada takdir atau nasib. 
R eco ve iy  fro m  heart disease is largely dependent on chance or fa te .
27. Perkara yang dilakukan oleh pesakit boleh menentukan dirinya sembuh atau tidak 
daripada penyakit jantung.
What the pa tien t does can determ ine w hether he/she g e ts  better o r  worse.
28. Pemulihan daripada penyakit jantung banyak bergantung kepada takdir Tuhan. 
R ecovery from  heart d isease largely  depends on the w ill o f  God.
29. Peiubatan tradisional boleh digunakan untuk merawat penyakit jantung. 
A lternative  m edication can be  used to treat heart disease.
30. Tidak banyak yang boleh dilakukan untuk pulih daripada penyakit jantung.
There is no t much that can be  done to recover from  heart disease.
ARAHAN: Kami ingin tahu pandangan anda berkenaan penyakit demam panas. Berdasarkan skala yang di bavvah, 
sila nyatakan sejauh manakah anda bersetuju atau tidak bersetuju dengan kenyataan-kenyataan berikut mengenai 
demam panas. Sila tubs nombor yang bersesuaian di dalam kotak yang berkenaan.
D IR E C T IO N S: We are in terested  in you r own person a l view s o f  how  yo u  p erce ive  the fe v e r  .B ased on the sca le  
below , p lea se  indicate the extent to which you  agree or d isagree with each o f  the fo llow in g  statem ents about the 
fever .
‘r “ 3 ”
amnt tidak setuju 
strongly disagree
tidak setuju 
disagree
tidak pasti 
uncertain
setuju
agree
amat setuju 
strongly agree
1. Kuman atau virus ialah penyebab penyakit demam panas.
A germ  or virus causes fever.
2. Pemakanan memainkan peranan yang besar dalam mengakibatkan penyakit demam panas. 
D ie t p la ys  a m ajor role in causing fever.
3. Demam panas terjadi disebabkan takdir Tuhan.
The fe v e r  is cau sed  by the w ill o f  God.
4. Seseorang itu boleh mendapat demam panas secara kebetulan.
It is ju s t  by chance that one g e ts  the fever.
5. Tekanan adalah faktor penting dalam menyebabkan penyakit demam panas.
Stress is a m ajor fa c to r  in causing fever.
6. Orang lain berperanan besar dalam menyebabkan penyakit demam panas.
O ther p eo p le  p la y  a large ro le  in causing fever.
I .  Demam panas disebabkan oleh kurang penjagaan kesihatan.
The fe v e r  is cau sed  by p o o r m ed ica l care.
8. Keadaan mental seseorang memainkan peranan yang besar dalam menyebabkan 
penyakit demam panas.
O n e's s ta te  o f  m ind plays a m ajor p a r t in causing fever.
9. Demam akan berlanjutan untuk seketika waktu.
The fe v e r  w ill la s t a short tim e.
10. Demam panas berkemungkinan kekal, bukannya untuk sementara waktu.
The fe v e r  is likely to be perm anen t rather than tem porary.
II. Demam panas akan berlanjutan untuk jangkamasa yang panjang.
The fe v e r  w ill la st a long time.
12. Demam panas ialah penyakit yang serins.
The fe v e r  is a serious condition.
13. Akibat demam panas ke atas kehidupan pengidapnya adalah besar.
The fe v e r  has m ajor consequences on one's life.
14.Demam panas tidak membebankan pengidapnya.
The fe v e r  is easy to live with.
15. Demam panas tidak memberi kesan yang besar ke atas kehidupan pengidapnya.
The fe v e r  does not affect on e 's life jnuch.
16. Demam panas mempengaruhi pandangan orang lain terhadap pengidapnya.
The fe v e r  strongly  affects the w ay others see  the patien t.
17. Demam panas mempengaruhi pandangan pesakit terhadap dirinya.
The fe v e r  stron gly  affects the w ay the pa tien t sees her/himself.
18. Diberi masa, demam panas boleh disembuhi.
The fe v e r  can be cured in time.
19. Ada banyak cara pesakit boleh mengawal gejala-gejala demam panas.
There is a lo t which a pa tien t can do to con tro l his/her symptoms.
20. Tidak banyak yang boleh dilakukan untuk pulih daripada demam panas.
There is very little  that can be  done to im prove from  the fever.
21. Penyakit demam panas boleh dirawati.
The fe v e r  can be treated.
22. Pemulihan dari demam panas banyak bergantung pada takdir atau nasib.
R eco ve iy  from  the feve r  is la rgely  dependent on chance or fate.
23. Perkara yang dilakukan oleh pesakit boleh menentukan dirinya sembuh atau tidak 
daripada demam panas.
What the p a tien t does can determ ine w hether he/she ge ts better o r  worse.
24. Pemulihan daripada demam panas banyak bergantung kepada takdir Tuhan. 
R ecovery  fro m  the fe v e r  largely  depends on the w ill o f  God.
25. Perubatan tradisional boleh digunakan untuk merawat demam panas.
A lternative  m edication can be  used to trea t the fever.
26. Tidak banyak yang boleh dilakukan untuk pulih daripada demam panas.
There is not much that can be  done to recover from  the fever.
ARAHAN; Kami ingin tahu pandangan anda mengenai isu-isu yang berkaitan dengan kesihatan. Berdasarkan skala 
berikut, sila nyatakan sejauh manakah anda bersetuju atau tidak bersetuju dengan kenyataan-kenyataan berikut. 
IN S T R U C T IO N S : P lease indicate the extent to which you  agree o r  d isagree with each o f  the fo llo w in g  sta tem ents 
about hea lth -re la ted  issues.
‘ 1 ’ «4»
amat tidak setuju 
strongly disagree
tidak setuju 
disagree
tidak pasti 
uncertain
setuju
agree
amat setuju 
strongly agree
1. Jikalau saya jatuh sakit, puncanya salah saya sendiri juga.
W hatever goes w rong with m y health is my own fault.
2. Tidak kira apa yang saya lakukan, jika saya akan jatuh sakit, saya akan jatuh sakit juga. 
Often ! f e e l  that no m atter w hat I  do, i f  I am go in g  to g e t sick, I w ill g e t sick.
3. Saya tidak akan senang jatuh sakit jika saya selalu berjumpa doktor.
I f  I see  a doctor regularly, I am  less likely to fa l l  ill.
4. Takdir yang menentukan bila saya jatuh sakit.
When I becom e ill, it's a m atter o f  fate.
5. Apabila saya jatuh sakit, saya tahu bahawa saya tidak menjaga kesihatan saya dengan baik. 
When I fa l l  ill, I  know it's because  / have not been taking care o f  myself.
6. Saya sendiri yang bertanggungjawab ke atas kesihatan saya.
I am directly responsible fo r  my own illness.
7. Saya jatuh sakit kerana takdir yang menentukannya begitu. 
F ate determ ines when I fa l l  ill.
8. Kesihatan saya terjamin jika saya berjumpa doktor selalu. 
M y health can be m aintained i f  I regularly see  the doctor.
9. Pakar kesihatan memastikan kesihatan saya terjamin. 
H ealth professionals keep m e healthy.
Soalan-soalan di bawah bertanyakan mengenai cara hidup anda sekarang. Sila jawab soalan-soalan berikut 
dengan tepat. Sila tandakan X di dalam kotak yang berkenaan.
The fo llo w in g  questions ask abou t y o u r  curren t lifestyles. P lease answ er the questions as accurately  as p o ss ib le  an d  
m ark X  in the relevan t boxes.
1. Adakah anda merokok? 
D o yo u  sm oke?
Y ix lY e s 1 Tidak/Ao Sudah berhenti///nve quit
Jika “Ya”, sudah berapa lamakah anda merokok? 
I f  "Yes ", how  long have yo u  sm oked?_________
Jika “Ya”, berapa batang rokok anda hisap setiap hari? 
I f  "Yes ", how  many cigarettes p e r  d a y  do you  sm oke? _
2. Adakah anda melakukan senaman? 
D o yo u  exercise? Y  a/Yes Tidak/M?
Jika “Ya”, apakah jenis senaman/sukan yang anda lakukan? 
I f  "Yes ", w hat kind(s) o f  exercise do yo u  do?
Jika “Ya”, berapa kerap anda melakukan senaman/bersukan?
I f  "Yes ”, how  often do yo u  exercise?
Sekali seminggu/o«c<? a week  
dua kali seminggu/twice a w eek
tiga kali seminggu atau lebih/t/iree or m ore times a week  
lain-lain/ot/ier
Sila nyatakan/P/eme s ta te :________________________
Jika “Ya”, berapa lamakah setiap sesi senaman anda?
I f  "Yes ", how  long does each exercise session last?
kurang dari 10 minit//e^^ than 10 minutes 
di antara 10 dan 20 rcùmXibetween 10 to 20  minutes 
30 minit atau lebih/JO minutes o r m ore
Adakah anda cuba mengamalkan pemakanan yang sihat? 
D o yo u  try to ea t a healthy diet?
Y a/Y es Tidak/A/b
Jika “Ya”, sila nyatakan jenis makanan yang anda cuba elak. 
I f  "Yes ", p lea se  sta te the kinds o ffo o d  yo u  t ty  to avoid.
Pada pandangan anda, apakah punca utama penyakit jantung? 
In yo u r  own view, what is the leading  cause o f  heart disease?
Pada pandangan anda, adakah perubatan tradisional berkesan dalam mengubati penyakit jantung? 
In yo u r  own view , is alternative m edicine effective in treating heart d isease?
Y  a! Yes Tidak//Vo Tidak XahalDon V know
Pada pandangan anda ,adakah pembatan tradisional berkesan dalam mengubati penyakit demam panas? 
In yo u r  own view, is a lternative m edicine effective in treating the fever?
Ya/Yes Tidak/No Tidak tabu/Don't know
Pada pandangan anda, apakah jenis penyakit yang boleh diubati dengan menggunakan 
perubatan tradisional?
In yo u r  own view, what illness(es) can be trea ted  using a lternative m edication?
Pemalikah doktor memberitahu anda bahawa anda mengalami masalah kesihatan yang 
berkaitan dengan penyakit jantung?
H as a doc to r ever inform ed you  that yo u  have health problem s that are  heart-related?
Y  a! Yes Tidak/A/o
M A K LU M A T l.K"TAKSEA.AKA^GISOCIODEMOGRAPHIC BA CKGROUND
Sila isi tempat kosong dengan maklumat yang tepat dan tandakan X di kotak yang kerkenaan. 
P lease  fill-in  the blanks with the appropria te  responses and mark X in the appropria te  boxes.
MmuxlAge: tahnuJyears
lanlinalG ender. Lelaki/A/a/e
Bangsa/
Ethnicity.
Agama/
Religion
M alay!M elayu
Indlailndian
Bumiputera
Islam
lAmdvJHinduism  
'Lam-lavnJ O ther
V&XQrapuan/Female
Cma! Chinese 
Sexam!Eurasian  
ham -lam ! O ther
Byxààha!Buddhism  
'Kxistiaxd Christianity
Pendidikan iext-inggHHighest Education:
Sekolah Rendah/Pnma/y School 
SPM atau STPM
Sijil atau Diploma/Ce; tren te  o r  D iplom a  
Gxûvtxsxû!University(BA/BSc., MA/M Sc., PhD)
Adakah anda bekerja/z^reyoi/ working?
Y  a! Yes Tidak//Vo
Sudah bersara/ Masih belajar/
H ave retired Still studying
Jika “Ya”, sila nyatakan pekerjaan anda sekarang. 
I f  "Yes ", p lea se  s ta te  you r current occupation.
Jika “Tidak” atau “Sudah bersara”, apakah pekerjaan terakhir anda? 
I f  "No " or you  "Have retired", p lea se  sta te yo u r  last occupation.
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